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Preface 


All psychotherapy educators aspire to teach evidence-based psychotherapy. They 
encounter problems, not the least of which is reaching agreement about the 
meaning of the phrase “evidence based” (Slade & Priebe, 2001). Other problems 
result from the fact that to advocate one particular evidenced-based treatment 
over others is to ignore the reality that treatments need to be tailored to the 
population one is treating. The university where I teach is located in a socially 
and economically deprived outer metropolitan area. Our clinic patients are mainly 
from lower socioeconomic circumstances, often from chaotic, disorganized 
families and with histories of abuse and deprivation. Our clinical trainees rarely 
get the option of working on prescribed homogeneous disorders or with 
circumscribed problem behaviors. 

This patient group is similar to the one that I worked with in the field prior to 
becoming an academic. Early in my career I had been known as a neurpsychologist 
and even as a behavioral psychologist. However, when I accepted a position as a 
child and family clinical psychologist in a community health service, I quickly 
found that the skills I had acquired were not sufficient and sought a theoretical 
framework that could adequately encompass the intergenerational and systemic 
issues within which I could describe the maladaptive patterns in relating that I 
observed in many of my patients. To improve my effectiveness, I sought further 
training in psychodynamic psychotherapy and family therapy, both of which 
provide systemic and developmental perspectives and means for conceptualizing 
the complex in a wide range of patients and presenting problems. 

When I joined the Department of Psychology at Victoria University, the then 
Head of Department, Associate Professor Ross Williams, seemingly moving 
against the tide promoting only evidenced-based cognitive-behavioral therapies, 
had a vision of instruction in psychodynamic psychotherapy. I was given the task 
of teaching it, among other things, and was determined to do so from an evidence 
base. I found that this task was difficult because although the evidence appeared 
to be there, it was not easily accessible to staff or students. The books that 
were readily available included ones devoted to specific treatments for specific 
disorders requiring students to purchase too many texts; conceptual bases for 
psychotherapies too far removed from actual practice skills; manuals for 
practitioners written by practitioners with little evidence that their clinical wisdom 
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was in fact wise; descriptions of different dynamic therapies that were difficult 
for students to translate into practice and evaluate for effectiveness; specific 
curative factors providing too much detail and not enough integration with practice; 
and techniques of psychotherapy outside any theoretical framework. These books 
did not satisfy my criteria for a good textbook: They were not based on a task 
analysis, not evidence based, or not theoretically integrated. 

For teaching purposes, I had to cobble together my reports of research into a 
book of readings for easy access by students. This book of readings eventually 
developed into Core Processes in Brief Psychodynamic Psychotherapy: Advancing 
Effective Practice. This book is designed to meet the needs of those teaching, 
learning, and practicing psychodynamic therapy and who know that it is evidence 
based but find it hard to argue the case to those who are adamant that it is not. I 
hope as a result of this book, one of the outcomes will be that the argument for 
one form of therapy (as against another) will be more evenhanded. 

Core Processes in Brief Psychodynamic Psychotherapy: Advancing Effective 
Practice emphasizes therapy as process rather than product (Charman, 2003). Yet 
the question remains about which “processes”? Because many students enter 
graduate programs with little or no psychodynamic psychotherapy experience, 
my view is that training needs to take a task analysis approach. In this approach, 
the task of therapy is divided into its various, usually sequential components or 
significant events, each event analyzed, taught separately, and then put together 
as an entire sequence. A task analysis approach is consistent with the delineation 
of “curative factors,” that is, significant clinical events that are crucial for 
therapeutic change to be effective (Luborsky, Barber, & Beutler, 1993). These 
factors have been extensively researched. 

In the context of psychodynamic psychotherapy, the tasks for the therapist are 
behavioral, cognitive, and affective. For example, a task analysis identifies these steps: 


e Knowing what constitutes effectiveness as a therapist (cognitive). 

e Conducting the first interview (behavioral). 

e Forming a therapeutic relationship (cognitive-affective). 

e Choosing between types of brief dynamic psychotherapies (cognitive). 
e Maintaining the frame of therapy (behavioral-cognitive). 


The encompassing curative factors include the following (Luborsky et al., 1993): 


e Psychological health of the patient. 

e Capacity of the patient for interpersonal relationships. 

e The therapeutic alliance. 

e Reliability and validity of dynamic formulations. 

e Capacity to internalize representations of the therapist and the therapy. 
e Characteristics of accurate interpretations. 
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By taking a task analytic approach grounded on the curative factors, Core Processes 
in Brief Psychodynamic Psychotherapy achieves a well-defined structure. 

Part I focuses on the issues related to beginning brief psychodynamic 
psychotherapy. The first chapter summarizes concerns about establishing 
psychotherapy as evidence based and draws out some of the implications for 
training. The remaining chapters consider criteria by which patients are selected 
for (or excluded from) therapy. In practice, therapists rarely have the discretion 
to exclude suffering patients who come to them. They do, however, have the 
discretion to choose the type of therapy they will offer to a particular patient. The 
importance of prediction and measurement as a basis for informing clinical decision 
making, especially at intake is discussed. Skills for the first interview and evidence 
for them are presented. One of the therapists’ tasks both during and after this first 
interview is to make judgments about the type of therapy to be offered. These 
judgments in psychodynamic work are based, in part, on the patient’s psychological 
mindedness and quality of object relations, which play key roles in therapists’ 
judgments about the appropriate type of therapy. 

Part II discusses the focus of the work to be done in therapy. The need for a 
focus is first highlighted, and the variety of ways of defining a focus based on 
patient narratives is then reviewed. In brief work especially, the focus directs the 
nature of therapists’ interventions. Two remaining chapters deal with constructing 
interpretations, assessing their accuracy, and providing evidence that accurate 
interpretations are related to patient outcomes. 

Part III offers a more detailed examination of the relationship between therapist 
and patient. This part emphasizes the need for rapid establishment of a working 
alliance and for maintenance and monitoring of the relationship in the middle 
phases. Although it is now well documented that establishing an early positive 
alliance is related to positive outcomes (Horvath & Greenberg, 1994), for many 
patients and therapists the nature of the alliance can fluctuate. Indeed, some 
theorists say that there must be ruptures to precipitate change as and when they 
are successfully resolved. There are multiple ways of conceptualizing ruptures: 
for example, identifying misunderstandings considering therapists’ actions that 
deviate from secure-frame therapy, or reenacting the patient’s (or even the 
therapist’s) repetitive maladaptive patterns. Chapters provide guidelines for 
recognizing these ruptures and restoring an effective working relationship. An 
important consideration is the therapist’s capacity for self-reflection, that is, for 
monitoring countertransference and its impact on the therapy. 

Part IV covers issues that are usually problematic as therapy ends. In brief 
therapy, of course, the end must be kept in mind from the beginning. Nevertheless, 
many aspects of termination in general and the last session in particular require 
careful consideration, as the termination experience appears to be related to patient 
satisfaction and outcome (Gelso & Woodhouse, 2002). Some longer term follow- 
up evaluations of brief psychodynamic psychotherapy have demonstrated a 
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“sleeper effect” whereby patients continue to improve after therapy. This effect 
would appear to be related to the process of internalization, which needs 
encouragement to develop in patients. During, and especially at the end of therapy 
another question for therapists is whether their patients have achieved clinically 
significant change. One chapter provides guidelines for therapists seeking to 
monitor their own effectiveness. 

Part V discusses issues in supervision and ethical concerns that matter deeply 
to educators, students, and practitioners alike. As practitioners often work with 
adult patients across the age range and much of the available process research 
focuses on young and middle-aged adults, a chapter on working with older adults 
has also been included in this part. 

The authors are eminent psychotherapy researchers and practitioners and I 
am delighted that they agreed to contribute. They were recruited because of their 
allegiance to, or empircal work relevant to, relational models. Relational models 
are based on the assumption that psychological problems arise in the context of 
interpersonal relationships—they are the result of conflicting wishes in relation 
to others and need not be related to intrinsic instinctual drives such as sexual 
impulses or aggressive drives. I consider that the weight of evidence is in favor of 
therapies that emphasize interpersonal aspects of functioning. 

Each author was asked to provide a “master lecture” on the designated topic, 
illustrated as he or she chose with case material. Because authors take a consistently 
relational approach, the findings are, as it were, precollated and readily accessible 
for the purposes of theory building. I hope that this book will facilitate the possible 
development of a metatheory of what makes different types of therapies, dynamic 
and nondynamic effective. 

The authors were provided with one particular case study—that of the patient, 
“June.” This case is described in the Appendix, which also incorporates an edited 
transcript of the third session, the one most often selected for psychodynamic 
psychotherapy research. Of course there are risks including such detail about a 
particular case, and these risks have been highlighted by Spence (2001). Over the 
years, I have read many transcripts in the course of supervision and research and 
listened to oral presentations by students and experienced therapists. Each one 
can give rise to conflicting clinical views. This may be the experience of the 
readers of this book and this case study. As the literature suggests, we can only 
look to the patient to give us feedback about our effectiveness. In the case of 
June, the last two sessions in particular demonstrate that the therapy was 
effective. Certainly the follow-up about June’s level of functioning appears to 
support this conclusion. I encourage readers to seek and find their own responses 
to June’s therapy and compare and contrast them with those described in this 
book. 

Ihope that this book will give pleasure to all who value psychodynamic approaches. 
I hope also that it will show that psychodynamic approaches and the scientist- 
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professional model are compatible. There is a body of evidence about basic therapeutic 
processes, a deeper understanding of which will enhance clinical effectiveness. 
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INITIATING AND ASSESSING 
SUITABILITY FOR BRIEF 
PSYCHODYNAMIC PSYCHOTHERAPY 


CHAPTER 
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Effective Psychotherapy 
and Effective Psychotherapists 


Denise P. Charman 
Victoria University 


Psychotherapy is one of the most extensively researched treatments for 
mental disorders. When compared to no treatment or psychopharmacol- 
ogy, patient reports and comparative studies have demonstrated that psy- 
chotherapy is, in general, effective, efficient, and lasting (Asay & Lambert, 
1999; Seligman, 1995). Researchers have also compared psychotherapy 
treatments hoping to find the most efficacious ones—a laudable undertak- 
ing. However, this undertaking has resulted in disenchantment on the part 
of many practitioners who feel keenly the gulf between research and prac- 
tice (Talley, Strupp, & Butler, 1994). It is a paradox that efforts to demon- 
strate the beneficial effects of psychotherapy have led researchers to de- 
velop models and methodologies that are far removed from psychotherapy 
processes and practices. 

The most stringent research is referred to as efficacy research, with the 
randomized controlled trial as the gold standard. Its methodology involves 
the comparison of manualized treatments administered by therapists who 
reach a criterion in competence and demonstrate satisfactory manual ad- 
herence. Treatments are delivered for a prescribed number of sessions to 
patients with clearly defined disorders who have been randomly allocated 
to treatment groups. Efficacy researchers have assumed that patients are 
not active in influencing outcomes, an assumption not well based (Tallman 
& Bohart, 1997) and now being discarded in drug trials (Bradley, 1997). 
Moreover, therapy in the field is not of fixed duration, is typically self- 
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correcting rather than manualized, involves active rather than passive pa- 
tients, and focuses on functioning not symptoms (Seligman, 1998). 

It is not just practitioners who feel disenchantment. Researchers also ap- 
pear to be frustrated because despite intense efforts, efficacy research 
comparing psychotherapy treatments has demonstrated that they appear 
to be equivalent (Stiles, Shapiro, & Elliott, 1986). Some researchers find this 
incredible. They believe that if efficacy research methodologies were more 
finely tuned, the superiority of one treatment (perhaps the one to which 
they have an allegiance) over another would inevitably be demonstrated 
and their beliefs justified (e.g., King, 1998). 

Unfortunately, the response of researchers to their disenchantment, a 
call for even greater methodological rigor, increases practitioner disen- 
chantment. I have referred to this as a call to “polish the gold standard” 
(Charman, 2003). Treatments are to be even more precisely prescribed and 
monitored and definitions of disorder are to be more stringent (Lampro- 
poulos, 2000). Disorders are defined by the Diagnostic and Statistical Manual 
of Mental Disorders (4th ed.) or International Classification of Diseases (Ameri- 
can Psychiatric Association, 1995), even though diagnostic categories do 
not capture the differences in patient dynamics within the same disorder 
and are generally unhelpful to psychotherapists. 

Given this situation of mutual disenchantment, it is important to note 
that efficacy research and “efficacy-for-disorder” research (Charman, in 
press) have produced a number of important outcomes. For example, they 
have defined clearly and demonstrated as efficacious a number of empiri- 
cally supported treatments (Lampropoulos, 2000; Nathan & Gorman, 1998; 
Roth & Fonagy, 1997) and treatment components (Beutler & Harwood, 2001) 
that therapists can incorporate into their psychotherapy practices. An ar- 
ray of treatment manuals has been produced along with measures of man- 
ual adherence and treatment competence and purity (Luborsky & Barber, 
1993), which are excellent devices for training purposes. 

Disenchantment with efficacy studies has led to the development of a 
variant approach referred to as effectiveness research, which focuses on the 
feasibility and clinical utility of psychotherapy treatments in the real world 
(Seligman, 1995). Support for effectiveness research can be seen in the ad- 
vocacy for the Public Health Model by the National Institute for Mental 
Health (NIMH) (Niederehe, Street, & Lebowitz, 1999). This advocacy is 
heartening to practitioners, although they may still feel that even this 
model is more of the same, especially because there are moves to find a 
gold standard effectiveness methodology (e.g., Marginson et al., 2000). 

Effectiveness research is packaged in an individualized form as the “pa- 
tient-focused approach” advocated by Howard and his colleagues (e.g., 
Howard, Moras, Brill, Martinovich, & Lutz, 1996). This approach provides 
practitioners with a method to monitor the progress of their own patients 
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by collecting data from each patient, which are mapped as an individual- 
ized patient recovery curve. Any patient curve can then be statistically 
compared with normed curves to determine if clinically meaningful change 
has occurred. It is essentially a case-based quality assurance system (Beut- 
ler, 2001) that addresses the question, “Is this patient’s condition respond- 
ing to the treatment that is being applied?” (Howard et al., 1996, p. 1060). 
The approach can signal when a patient is not improving sufficiently, en- 
abling the therapist to adjust treatment. However, if practitioners find that 
they are less effective than desired, the patient-focused approach does not, 
as yet anyway, provide insight as to how they might adjust their treatment, 
as it does not monitor within-session events and is not related to psycho- 
therapy theory. 


TREATMENT RESEARCH IDENTIFIES EFFICACIOUS 
AND EFFECTIVE THERAPISTS 


The relation between treatment research and real-world psychotherapy is 
not as dichotomized as the previous section implies. In the course of efficacy 
studies, researchers have identified efficacious therapists. Their findings 
prompt a revision of the research question away from which therapy is more 
efficacious to which therapist is. For example, researchers in the NIMH’s 
Treatment of Depression Collaborative Research Program (TDRCP) gener- 
ated therapeutic efficacy scores for all TDRCP therapists and reanalyzed 
their data (Blatt, Sanislow, Zuroff, & Pilkonis, 1996). The most efficacious 
therapists had patients improve significantly more, had less variability in 
patient outcomes, and had stronger alliances as perceived by patients. Alli- 
ance is considered a common factor across therapies. Efficacious thera- 
pists were not significantly different from less efficacious therapists on 
demographics or level of clinical experience. 

Significantly, the two most efficacious therapists (from the placebo and 
imipramine treatments plus clinical management; Blatt et al., 1996) were 
providing treatments consistent with their preferred mode of working. This 
is what happens in the real world of psychotherapy: Psychotherapists opt 
to train in therapies of their own choosing and generally train for effective- 
ness in their preferred field. This finding highlights an important shortcom- 
ing in research methodologies. Therapists in research studies are not ran- 
domly allocated to treatment groups (only patients) and are often recruited 
to deliver a particular treatment via a process of self-selection, treatment 
preferences, and predisposing personal characteristics. The predilections 
of the therapist toward the therapy has been referred to as “therapy alle- 
giance” by Wampold (2001), who suggested that this is another common 
factor across therapies. 
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Recruitment processes for research therapists have often obliged peers or 
supervisors to nominate “good” therapists. Yet, it has been a consistent 
finding that when such good therapists were compared, their patient out- 
comes have shown great variability (e.g., Goldfried, Raue, & Castonguay, 
1998; Masterton, Tolpin, & Sifneos, 1991). However, despite the apparent in- 
validity of their ratings of effectiveness, peer and supervisor ratings con- 
tinue to be valued. Therefore, it is important to understand the bases for 
these ratings. 

A pilot study consisting of a telephone survey (n = 15) of psychothera- 
pists listed in the business telephone book sheds some light. Eighty percent 
of therapist respondents were psychodynamic in orientation and had at 
least six years experience. Respondents were asked, “In your opinion, what 
makes for a good psychotherapist?” The adjectives that respondents gave 
were categorized into dimensions, which were then ordered according to 
the number of respondents providing adjectives related to that dimension. 
The three most salient dimensions were, in order, personal qualities, inter- 
personal qualities, and training (equal to interpersonal qualities). 

Respondents in the telephone survey described personal qualities using 
words and phrases such as “mindfulness,” “not having an agenda,” “con- 
cern for others,” “intelligent,” “not a rigid personality structure,” “sense of 
self,” “intuitive,” “self-aware,” “thoughtful,” “knows own issues,” “able to 
take care of self,” “heart is able to be open,” “patience,” “creative,” and 
“able to separate.” These descriptive words convey a sense of self-related- 
ness. Therapist self-relatedness is the “interactive self-experience” with 
“self-awareness, self-control, self-esteem, and so forth, being manifested 
clinically in varying degrees of openness versus defensiveness” (Orlinsky, 
1994, p. 105). No respondent used descriptors relating to suffering and sur- 
vival, although earlier in human history and in some indigenous communi- 
ties today suffering and survival have been significant life experience quali- 
fications for shamans (Ellenberger, 1983). Indeed, psychotherapists, 
especially those who choose a psychodynamic orientation have been found 
likely to come from dysfunctional families (Halgin & Murphy, 1991). 

Interpersonal qualities were indicated by respondents’ use of words and 
phrases such as “listening,” “responding,” “having empathy,” “an accepting 
presence,” “being authentic,” “genuine,” “in tune,” “trust in the inherent 
qualities of the other,” and “available to the patient.” Interpersonal aspects 
“reflect joint contributions to the global quality and atmosphere of the 
emergent dyadic/group process ... characterized in particular by varying 
levels of therapeutic teamwork” (Orlinsky, 1994, p. 105). The therapist re- 
spondents in the telephone survey did not use descriptive words available 
within their theoretical (psychodynamic) framework such as containment 
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nor did they take into account the need to tailor technique according to the 
type of patient. For example, for a patient with paranoia, warmth, caring, 
and empathy may exacerbate the paranoia (Mohr, 1995). 

Thus, the telephone survey confirmed that peers rely on assessment of 
personal and interpersonal qualities to assess effectiveness. The results 
were remarkably consistent in this small sample; therefore, a larger num- 
ber of respondents may not alter the findings. However, on scrutiny, these 
nominated qualities are idealized and limited, for example by not being 
based on their personal experience as survivors or as having the ability to 
modify technique based on patient characteristics. Therefore, to the extent 
that peer ratings of therapist effectiveness are based on global judgments 
of personal and interpersonal qualities, it is little wonder that many studies 
have had mixed results in relating peer ratings to patient outcomes. Indeed, 
effectiveness as assessed by ratings by supervisors and peers have been 
found to be not consistent among each other (Najavits & Strupp, 1994), not 
reach significance (Luborsky, McLellan, Diguer, Woody, & Seligman, 1997), 
and not to be reliable (Lambert & Okiishi, 1997). 

The ways in which personal and interpersonal qualities are related or un- 
related to effectiveness have been addressed in a limited number of empiri- 
cal studies. One of the earliest studies was conducted by Ricks (1974). It was 
a follow-up study of distressed male adolescents who had been seen by ei- 
ther Therapist A or Therapist B. When the adult clinical status of the patients 
was examined, both therapists were found to have been effective with less 
distressed patients. However, with very distressed patients Ricks found dif- 
ferential effectiveness related to personal and interpersonal qualities of the 
therapists. Therapist A, the “supershrink,” had invested more time, made use 
of resources outside of therapy, was firm and direct with parents of the boys, 
encouraged moves to autonomy, implemented problem solving, was more 
consistent, and had strong alliances (Najavits & Strupp, 1994). That is, the 
supershrink had effective interpersonal qualities. On the other hand, Thera- 
pist B, the “subshrink,” had invested less time, withdrew from the boys, was 
frightened of pathology, seemed to become depressed with difficult cases, 
and was hopeless about outcomes (Najavits & Strupp, 1994). In short, the 
subshrink had poor personal qualities. It appears that high and low therapist 
effectiveness may have different predictors, with poor therapist personal 
qualities associated with poor patient outcomes and good therapist interper- 
sonal qualities with good patient outcomes. 

The most effective therapists in the Najavits and Strupp (1994) study 
were distinguished from least effective therapists in that they had positive 
qualities of warmth, affirmation, understanding, helping, and protecting. 
The most effective therapists had few actively negative qualities and were 
more self-critical. Less effective therapists in the Najavits and Strupp study 
were more actively hostile (Najavits & Strupp, 1994), had hostile introjects, 


8 CHARMAN 


or were high on scales of dissaffiliativeness (Hilliard, Henry, & Strupp, 
2000). That is, less effective therapists had controlling and hostile views of 
themselves, which were related to engaging in more patient interactions 
that were more hostile, were less prone to grant friendly autonomy, and 
gave mixed messages that were simultaneously affiliative and hostile 
(Henry, Schacht, & Strupp, 1990; Strupp, 1993). 

Thus, the therapist’s (not just the patient’s) capacity to relate is very im- 
portant for patient outcome (Hilliard et al., 2000; Luborksy, Barber, & Crits- 
Christoph, 1999). Hostility in the therapist denies patients the opportunity 
to attain the hopefulness that therapy will be helpful (Snyder, Michael, & 
Cheavers, 1999) and achieve remoralization (Howard, Orlinsky, & Lueger, 
1994). The two maxims of “do no harm” and “instill hope” have been given 
vital new tighter meanings based on research findings. 

Lafferty, Beutler, and Crago (1989) found that the least effective psycho- 
therapists (of 30 trainees) had less empathy and valued comfort, stimula- 
tion, and intellectual goals more than effective therapists did. These per- 
sonal qualities, however, can make for success as a student and as an 
academic. There lies a conundrum in the identification of effective thera- 
pists by academic psychotherapists. 

The previously mentioned studies support the call by Stein and Lambert 
(1995) for graduate programs to emphasize personal qualities of trainees in 
selection. This is especially important because Hilliard et al. (2000) found 
that extensive training in psychodynamic psychotherapy was not adequate 
in correcting the impact of therapists’ own interpersonal histories on their 
psychotherapeutic work. Such findings confirm Strupp’s (1976) early call for 
psychodynamic psychotherapy research and psychotherapy training re- 
search to be interdependent. There are research opportunities here on the 
relation between selection, effectiveness, and personal and interpersonal 
qualities, especially with the development of circumplex models, for exam- 
ple Structural Analysis of Sequential Behavior (Benjamin, 1996), Millon Per- 
sonality Model (Muran, Samstag, Jilton, Batchelder, & Winston, 1997), and 
Inventory of Interpersonal Problems (Horowitz, Rosenberg, & Bartholomew, 
1993). An alternative to good selection process is to mandate personal psy- 
chotherapy as a component of training. However, this alternative does not 
seem ethical at this time because positive psychotherapy outcomes cannot 
be guaranteed (Mohr, 1995). 


Effectiveness Defined as Patient Outcomes 


Because peer and supervisor reports are not reliable and valid assessments 
of therapist effectiveness, effectiveness needs to be defined in alternative 
ways. It is likely that these alternatives will be based on work samples 
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(Luborsky et al., 1997) and criteria for assessing work samples based on pa- 
tient outcomes (e.g., Lueger et al., 2001). 

Interestingly, changes in patient status as an outcome of psychotherapy 
are not usually measured by changes in diagnosis. Patient outcome is a 
complex, multidimensional construct that has been operationally defined in 
multifarious ways. Examples include measures of symptomology, interper- 
sonal functioning, social role performance, and specific treatment targets 
such as cognitions, behavior, affect, or physiological arousal (Docherty & 
Streeter, 1993). Patient outcomes assessed at the end of therapy with multi- 
ple measures have consistently revealed inconsistent results across those 
measures even in the same study, with some measures showing improve- 
ment and others not. This creates a confusing picture (Elkin, 1994; Hilliard 
et al., 2000). 

This confusion may be due to the lack of an apparent theoretical ratio- 
nale for the selection of outcome measures. Howard and his colleagues 
(Howard, Moras, Brill, Martinovich, & Lutz, 1996; Howard, Orlinsky, & 
Lueger, 1994) in their phase model have provided a theoretical rationale. 
This model has not yet been widely adopted. However, it does indicate that 
the nature of any expected beneficial outcome would be related to the 
phase of treatment that the patient has completed. Sequential improve- 
ment in outcomes would be expected, first in subjective well-being such as 
fulfilled expectations or increased hope (remoralization), then symptom re- 
duction (remediation), and finally recovery of life functioning (rehabilita- 
tion; Orlinsky, 1994). This model implies that phase-related outcome meas- 
ures should be assessed throughout treatment and clinically meaningful 
change monitored according to the expected phase-related changes. It is 
unknown if this order of recovery always applies. Sometimes the patient 
may show improvement in functioning before subjective well-being. 

The confusing picture is also related to outcome measures varying ac- 
cording to vantage point: that is, whether it is the patient, observer, or ther- 
apist doing the rating. However, from alliance studies patient self-reports 
appear to be the best predictors of patient outcomes (Horvath & Green- 
berg, 1994). After all, it is the patient who needs to experience the outcome. 

Confusion abounds for other reasons, which are related to the timing of 
the measurement of therapy outcomes. End-of-therapy assessment may in- 
dicate that some therapies seem unproductive, but these therapies may 
have latent effects (demonstrated at follow-up). Moreover, immediate ef- 
fects of other therapies may later dissipate (Docherty & Streeter, 1993). 
Therefore, it is important in research to have follow-up assessment of ther- 
apy outcomes. However, this type of follow-up has usually been considered 
by psychotherapists as contrary to psychotherapy best practice because it 
intrudes on the patient. 
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Effectiveness Defined as Patient Dropout 


Another alternative conceptualization of therapist effectiveness is patient 
dropout rate in which the number of sessions attended is contrasted with 
the number of sessions planned. If less sessions are attended, the therapist 
is considered not to have maintained the patient in needed treatment. How- 
ever, it is equally as likely that patients have dropped out for positive rea- 
sons as for negative reasons. Patients may have had their initially low ex- 
pectations fulfilled and their symptoms improved (Warner et al., 2001). 
They may have “fled into health” (Malan, 1993). Howard et al. (1996) showed 
that by the eighth session, approximately 50% of patients had shown meas- 
urable improvement. Similarly, in a meta-analysis of the value of psycho- 
therapy, Smith, Glass, and Miller (1980) showed that positive impacts oc- 
curred in the first 6 to 8 sessions. Moreover, from a health economics 
perspective, fewer sessions is surely a sign of effectiveness! The figure of 6 
to 8 sessions is not magical because as Lambert, Hansen, and Finch (2001) 
reported, their more distressed samples took 10, 13, or more sessions to 
show a 50% recovery rate. Thus, to be effective with more distressed pa- 
tients, therapists do need to be able to maintain their patients in therapy 
for more sessions. 

Of course, patients do drop out for negative reasons and the proportions 
of patients who drop out can depend on the effectiveness of the therapist. If 
we accept Howard’s (Howard et al., 1994) figures, then by the eighth session, 
50% of patients have improved, but 50% of those who have stayed that long 
have not improved. Of course, the staying patients may or may not have de- 
teriorated (Beutler, 2001) and not deteriorating can be a beneficial outcome. 
If the patient has not improved, the treating therapist may be ineffective, but 
curiously the patient has remained in therapy. Thus, for any given therapist, 
the patients who continue in treatment and indeed who remain in research 
studies long enough to complete outcome measures may be quite different 
from those who have left prematurely (Stein & Lambert, 1995). 

Therefore, if we assess therapist effectiveness by dropout rate, we really 
need to understand the reasons patients give at the time of dropping out 
and we need to assess whether gains have been made or not. That is, drop- 
out rate by itself is an ambiguous sign and should not be used as a sole out- 
come measure. 


Variability in Effectiveness 


In studies using patient outcomes as measures of therapist effectiveness, 
research therapists have shown variability in their outcomes. Variability 
has ranged from improvement for most if not all patients to less than 
chance. For example, Luborsky et al. (1997) found that for 22 therapists, the 
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range of percentage improvement was from “slightly negative” to “slightly 
more than 80% improvement” (p. 60). Orlinsky and Howard (1980) studied 
23 therapists and found that 25% (n = 6) were effective in that 70% of their 
patients improved and less than 10% deteriorated. The least effective thera- 
pists had beneficial results with less than 50% (44%) of patients. The less ef- 
fective therapists also had at least 10% negative effects, which may actually 
be a conservative figure based on the review by Mohr (1995). 

There is a broad range of reasons that may account for variability in ef- 
fectiveness. For example, effectiveness may vary according to type of pa- 
tient (Zuroff et al., 2000), type of disorder (Luborsky et al., 1997), pretreat- 
ment functioning (Lambert et al., 2001), gender (Barkham et al., 2001), 
whether the therapist is working in his or her preferred orientation (Elkin, 
1994), and level of experience (Stein & Lambert, 1995). Effectiveness may 
also depend on the type of workplace where, of course, therapists are se- 
lected for employment according to employment criteria. Stein and Lam- 
bert (1995) noted in their review a study that found no outcome differences 
in therapists of different levels of training in university counseling centers, 
but differences were found in community mental health services in which 
less trained therapists had much higher premature dropout rates. Lambert 
et al. (2001) noted that treatment sites had significantly different survival 
curves depicting patient outcome changes over time. These findings imply 
that psychotherapy trainers may need to anticipate patient and situational 
factors that their trainees will have to deal with postgraduation and adjust 
their curricula accordingly. 


EFFECTIVENESS AND TRAINING 


Training and effectiveness have always been associated in practitioners’ 
minds; however, early research reviews showed little correspondence 
(Smith, Glass, & Miller, 1980). This bleak conclusion has been popularized 
(e.g., S. Miller, personal communication, July 3, 2000). Stein and Lambert 
(1995) proffered one explanation for findings of equivalence. They argued 
that less trained therapists have a higher dropout rate, which can distort re- 
search producing findings of equivalent effectiveness, as the proportion of 
patients who complete therapy with good outcomes is less for less trained 
therapists than the proportion for more trained therapists. Even if the bleak 
conclusion was true, because of pressures for legal, financial, and therapeu- 
tic accountability, learning only as part of an apprenticeship or with a mentor 
or supervisor is no longer satisfactory, even though it is an important compo- 
nent of ensuring one’s effectiveness (Halgin & Murphy, 1991). 

However, the conclusion that there is no relation between training and 
effectiveness is not true. Researchers know from experience and research 
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that there is an association between training and effectiveness. Training is 
essential to methodically transmit the knowledge and skills required for 
practicing. Training is especially important in brief work because psycho- 
therapists need to be able to think and act in short time frames for the ben- 
efit of their patients. Stein and Lambert (1995) in their extensive review of 
the research, concluded, “it is clear that a modest but fairly consistent 
treatment effect size is associated with training level for a number of meas- 
ures of patient improvement” (p. 192). The relation between training and ef- 
fectiveness is depicted in Table 1.1. 

Less trained, lay, or nonprofessional therapists are effective in behavior 
therapy and counseling (Stein & Lambert, 1995). They have more difficulty 
with time intensive and complex forms of therapy. Therapists with more 
training are more effective with patients across the age range, with bigger 
caseloads and do better with brief treatments and in psychodynamic work. 
They also do better in marital work. 

Less effective therapists are limited in the range of patients they can 
deal with (Orlinsky & Howard, 1980). The range does not appear to be de- 
termined by disorder or life problem but rather by the quantity of distress 


TABLE 1.1 
A Model of Effectiveness and Training and Patient Type 


Effectiveness High Training Levels? Low Training Levels 
High Patients with complex presentations, Restricted range of patients, prob- 
serious and difficult problems lems and personality styles? 
Psychotic patients who receive non- Target problems“ 
behavioral therapies@ Younger age groups? 
Over-control problems“ Simple counseling 
All age groups Specific behavior therapy 


Long-term work (>15 sessions) 
Psychodynamic therapy 
Brief treatments 
Marital therapy 
Low Therapists able to develop strong al- Patients similar to therapists! 
liances but show poor outcome?” Less distressed patients 
Therapists with admired personal 
and interpersonal qualities but 
may not adjust their mode of 
working to match the patient 
Less distressed patients 


“Training is associated with greater life experience and more psychotherapy experience. 
bStein and Lambert (1995). ‘Shapiro, Firth-Cozens, and Stiles (1989). Smith, Glass, and Miller 
(1980). (Outcome and level of training are not related for under-control problems such as aggres- 
sion and impulsivity (Stein & Lambert, 1995). 'Orlinsky and Howard (1980). $Najavits and Strupp 
(1994). Horvath, Gaston, and Luborsky (1993). 
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and complexity of the presentation in the patient (Luborsky et al., 1997). Re- 
search has shown that less effective therapists can be effective when their 
patients are less distressed (Elkin, 1994; Ricks, 1974). This relation between 
effectiveness and training confirms the practice of adopting a triage model 
of allocating patients to trainees according to their perceived capacity to 
manage patient distress. 

One of the observations of less effective therapists is that they may be 
able to form positive alliances, but alliance can fail to predict positive out- 
comes (Horvath, Gaston, & Luborsky, 1993). For example, in one research 
study (Najavits & Strupp, 1994), the therapist who obtained the highest alli- 
ance score was one of the less effective therapists, having at least two 
patients leave treatment early and at least one negative outcome case. 
Najavits and Strupp explained this by noting that on occasion less effective 
therapists may compensate by developing a style that is superficially thera- 
peutic. Another feature noted in less effective therapists is that they have 
been found to rate patients as more involved and themselves as more sup- 
portive than did therapists who were more effective. This less critical 
stance in relation to themselves is consistent with Mohr’s (1995) observa- 
tion that therapists can overestimate their own effectiveness. 

Thus, the challenge to higher education training institutions is to select 
personally and interpersonally talented graduates who can adjust their 
own processes in response to the patient that they have and who can learn 
to be highly effective with patients who are more distressed or who have 
complex presentations. In a comparison of cognitive-behavioral therapy 
and psychodynamic-interpersonal therapy, the results support equivalence 
between treatments; however, cognitive-behavioral therapy appeared to be 
better able to effect change in clients with well-assimilated problems 
(Hardy, Shapiro, Stiles, & Barkham, 1998). For all clients, therapy was more 
effective when the individual needs of the clients were responded to flexi- 
bly. As both treatments in the Sheffield Psychotherapy Research Projects 
were delivered by the same therapists, crossover effects were likely in that 
“PI [psychodynamic-interpersonal] procedures aimed at maintaining the 
therapeutic alliance and dealing with affect may be ‘borrowed’ by CB [cog- 
nitive-behavioral] therapies as part of the collaborative approach” (Hardy 
et al., 1998, p. 188). For example, we know that patients with low quality of 
object relations require supportive therapies, but even then outcomes are 
not guaranteed (Piper et al., 1999). Clearly, therapy research and training 
research need to combine to develop effective ways and means of working 
with patients with low quality of object relations to produce effective out- 
comes. This is especially important because many more such patients are 
presenting to public mental health clinics and are characteristic of today’s 
clinical population. 
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Training and Manuals 


The preponderance of manuals now available would seem to indicate that 
they become the basis of training in graduate programs. Manuals are ap- 
pealing because they are readily available, targeted at specific populations, 
and designed to ensure cohesiveness of treatment approach. The Van- 
derbilt II studies (Strupp, 1993) found that manuals helped trainees acquire 
prescribed techniques, reduced their variability in effectiveness, and re- 
sulted in improvement to their interviewing styles. However, training may 
not show immediate outcomes in terms of effectiveness with patients. The 
issues here parallel those for determining effectiveness of therapy by exam- 
ining patient outcomes. Therapists have been shown to have decreased 
performance immediately after training (Najavits & Strupp, 1994), although 
one might expect a latency effect such that trainees would continue to im- 
prove as they internalize and consolidate their knowledge and skills. 

Unfortunately, manuals do not guarantee effectiveness (Elkin, 1994). This 
has been shown in efficacy studies in which all research therapists under- 
took significant training as part of their preparation for the randomized 
controlled trials (Blatt et al., 1996; Crits-Christoph et al., 1991). In the event 
they still demonstrated differential effectiveness, which was not the result 
of level of manual adherence or treatment competence. The downside of 
manual use is that therapists can adhere too little in their actual practice or 
can adhere too much and lose their flexibility. Greater adherence has also 
been related to therapist hostility (Strupp, 1993). In addition, training from 
manuals, even when that training emphasized ongoing therapeutic transac- 
tions, is not adequate in correcting the impact of therapists’ own interper- 
sonal histories on their psychotherapeutic work (Hilliard et al., 2000). 

There are other nonspecific factors impinging on effectiveness over 
and above the competent use of a manual. The question is because most 
available manuals presume that trainees are already trained in the funda- 
mentals of psychotherapy (Butler & Strupp, 1993), how are the fundamen- 
tals and the nonspecific factors to be taught to ensure effectiveness with 
patients? 


SEEKING AN EVIDENCE BASE 
FOR PSYCHOTHERAPY PRACTICE 


Psychotherapy is defined as “an interpersonal process [italics added] de- 
signed to bring about modifications of feelings, cognitions, attitudes and be- 
havior which have proved troublesome to the person seeking help from a 
trained professional” (Strupp, 1976, p. 3). An alternative definition is that 
psychotherapy is “a planned, emotionally charged confiding interaction 
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[italics added] between a trained, socially sanctioned healer and a sufferer” 
(Frank, 1982, as cited in Halgin & Murphy, 1995, p. 437). Both of these defini- 
tions emphasize the interaction or process dimensions of psychotherapy. 
Therefore, it is logical to teach psychotherapy as a process. This can be 
consistent with the mantra to teach evidence-based therapies because 
there is a large body of process research that provides an evidence base. 

Process research has differed from the previously discussed models of 
research. It generally has special methodological features because it “ad- 
dresses questions pertaining to the mechanisms of change of therapy and 
what transpires between therapist and patient and the impact of interven- 
ing events on the moment-to-moment or interim changes during treatment” 
(Kazdin, 1991, p. 297). It identifies critical and active ingredients (Hayes, 
Castonguay, & Goldfried, 1996), which are then related to patient outcomes 
both within the session and at the end of therapy. 

There has been debate about what constitutes good process research. 
One argument is about the conceptual basis with some advocating a non- 
theoretical stance or discovery-oriented approach to develop theory that is 
pantheoretical (Hill, 1990). Others argue that it should not be driven by 
what can appear to be arbitrary personal interests (Garfield, 1990; Hayes et 
al., 1996; Stiles & Shapiro, 1994) or by superficial eclecticism (Orlinsky & 
Russell, 1990). Why ignore the discovery-oriented results of the past 100 
years or more? It has been argued elsewhere in psychology that research 
should be based in theory. Similarly, process research should be based in 
theory (Hayes et al., 1996; Luborsky et al., 1999). 

Theory-driven process research is already available within psychody- 
namic psychotherapy research. Psychodynamic psychotherapy is uniquely 
placed with a long tradition of understanding and working with complex 
and difficult patients. Its aim is to “focus on achieving understanding of 
intentionality (motivation) from the point of view of the patient” (Luborksy 
et al., 1999, p. 281). Moreover, most therapists practice psychodynamic psy- 
chotherapy with residents in general psychiatry training programs, mostly 
(67%) conducting brief and short-term psychodynamic psychotherapy (Tas- 
man, 1993). 


Psychodynamic Psychotherapy Empiricism 
and Research 


It has to be acknowledged that psychodynamic and psychoanalytic empiri- 
cism and research have a proud but not flawless tradition. Empiricism in 
psychodynamic psychotherapy is centered on clinical data with a reliance 
on the use of case reports and case studies. These reports and case studies 
are often imbued with clinical intuition and clinical beliefs, one of which is 
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that talented and trained practitioners can recognize psychic phenomena, 
for example, Klein’s (1975) paranoid-schizoid position and the depressive 
position. However, as Wallerstein (1993) stated, skilled practitioners can 
construct differing but equally plausible and compelling formulations and 
have no way of testing the alternatives; when testing has been attempted, 
expert practitioners have not agreed on core conflicts (Malan, 1993). 
These problems of lack of reliability and questionable validity in clinical 
empiricism are not necessarily unremediable. One of the first psychothera- 
pists to put psychoanalysis on a consistently empirical footing was Robert 
Langs who tightly operationalized his clinical judgment and developed 
means for validating interventions moment by moment (Langs, 1988). Valida- 
tion comes from examining how the patient responds to each therapist inter- 
vention. This method is contrasted with the practice of therapists silently val- 
idating their proposed intervention by weighing the evidence for and against 
it before they have intervened (Dorpat, 1994). Thus, empiricism can be more 
rigorous by examining in-session events and patient in-session responses 
(outcomes). Indeed, empiricism based on case studies methodology has be- 
come more rigorous in recent years and more formalized as a credible re- 
search methodology, with advice being offered to clinicians from writers 
such as Spence (1993) and Fonagy and Moran (1993). There are also journals 
devoted to case study research, a range of qualitative methodologies and 
computerized methods of analysis of interview transcripts and narratives. 
As for psychodynamic research (as distinct from psychodynamic empiri- 
cism), there has been some defensiveness about psychodynamic psycho- 
therapy’s underresearched status (e.g., Barber & Crits-Christoph, 1995), even 
though it is considered “probably efficacious” as an empirically validated 
treatment (Roth and Fonagy, 1997). However, Roth and Fonagy noted that the 
absence of evidence for efficacy is not evidence of ineffectiveness. In one 
way, this seems to be an appeal for evenhandedness in the debate. Psycho- 
dynamic psychotherapy researchers generally have had little faith in ran- 
domized controlled trials to determine the truth about efficaciousness of 
treatments. Yet they have often been urged to demonstrate the efficacy of 
their therapy using these very methods (Bohart, 2000). The resolution of the 
tensions will be based around a review of the nature of evidence. The myth 
that psychodynamic psychotherapy is not evidence based is belied in the 
finding that 18 out of 40 psychotherapy research programs have been de- 
voted to dynamically oriented psychotherapy research (Beutler & Crago, 
1991). Even if the myth was true, most psychodynamic psychotherapy practi- 
tioners and researchers have not appeared to be troubled by this state of 
affairs. In fact, most psychodynamic practitioners and researchers have ap- 
peared to sidestep the entire debate about evidence-based treatments. Hav- 
ing waited this long, their stance seems to have merit, as there appears to be 
renewed interest in theory-driven process empiricism and research. 
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Psychodynamic Psychotherapy Process Research 


There is a myriad of theoretical positions under the rubric of psycho- 
dynamic psychotherapy, but overall they can be roughly categorized into 
two models. The first is the drive/structural model, which is definitely an 
intrapsychic model with an emphasis on the mental life within the individ- 
ual patient. It views the mind as dynamic with inherent drives and “body- 
based, constitutionally wired fantasies” (Mitchell, 2000, p. x). This model 
has recently been associated with Malan, Davanloo, and Sifneos (see Mes- 
ser & Warren, 1995). The second is object relations or the relational model 
with a focus on the nature of human relatedness and emotional bonds with 
significant others—objects. Mental life involves the internal mental repre- 
sentations of objects or aspects of objects and not real persons. Relational 
therapies also emphasize the establishment of safety and the preservation 
of the self before any attempt to analyze more complex themes. A third 
model is based on interpersonal theory of actual relationships or actual 
transactions between people and is associated with Sullivan (1953). In re- 
cent times, interpersonal and relational models have become interwoven 
(Mitchell, 2000). Both models require reliable and valid methods of depict- 
ing the relevant patient psychodynamics for use in research and clinical 
application. The importance of doing so and the related clinical and re- 
search issues are considered in this book by referring to the interpersonal 
or relational model in particular. 

One method of operationally defining relationship patterns is the Core 
Conflictual Relationship Theme method (CCRT; Luborsky & Crits-Christoph, 
1998). In this method, interview transcripts are examined to identify rela- 
tionship episodes. Episode themes are then decoded to identify the pa- 
tient’s inherent wishes (W), their perceived responses of the other (RO; per- 
son in the episode) and responses of the self to the other (RS). Luborsky 
and Crits-Christoph (1998) classified ROs and RSs as either being positive or 
negative. A negative response is defined as one where the patient perceives 
interference with satisfaction of their wishes has occurred or is expected to 
occur. A positive response is one in which there is no actual or expected in- 
terference with the satisfaction of wishes or there is a sense of mastery in 
being able to deal with personal wishes. CCRT has been shown to be reli- 
able and valid (Barber & Crits-Christoph, 1993), even though studies have 
been based on relatively small sample sizes. However, each patient in each 
sample has generated about four complete relationship episodes per ses- 
sion transcript. 

These interactional patterns have been evident in patient narratives 
about their therapists. That is, the CCRT method has been applied to formu- 
late the interactional relationship between therapist and patient—that is, 
the patient transference (Fried, Crit-Christoph, & Luborsky, 1998). More- 
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over, the relationship patterns evident with the therapist were similar to 
those described by the patient with other people. This adds support to an 
assumption within object relations that relationships are patterns of inter- 
action that are repetitive and are reenacted in therapy relationships. 

As yet, it remains unclear how these narrative-derived CCRTs about the 
therapist are related to the therapeutic alliance as measured by patient self- 
report. Research has consistently shown that alliance is significant and 
accounts for more variance in patient outcome than treatment (Asay & 
Lambert, 1999). The quality of the alliance between patient and therapist, 
especially the patient’s perspective of that alliance, has been shown to be 
related to patient outcome (Horvath & Greenberg, 1994). However, meas- 
ures of alliance as standardized paper-and-pencil indexes are generally un- 
able to depict the idiosyncratic interactional patterns that unfold between 
patient and therapist. The measures do not inform clinicians about what to 
expect to be manifested in the relationship or how to recognize ruptures in 
the alliance. This is an area in which methods to depict the interactional 
patterns can complement and help interpret measures of the alliance. 

Another key feature of relational therapy is the assessment of the pa- 
tient’s capacity for object relations. This capacity has been evaluated in clini- 
cal settings by determining if the patient has had at least one continuous sup- 
porting relationship and the nature of that relationship. Piper and his 
colleagues (Piper et al., 1999; Piper & Duncan, 1999) demonstrated that this 
capacity can be reliably and validly measured and found that it is related to 
patient outcome. A further key feature of relational therapy is to consider the 
capacity of the therapist to respond to the patient, that is, to monitor the 
therapist’s own quality of object relations. Therapists’ own characteristic 
interactional patterns require some understanding, as these can affect their 
capacity to form positive alliances with patients and the accuracy of their 
perceptions of these alliances. For example, research has shown that thera- 
pists’ poor ratings of alliance early in therapy are related to poor patient out- 
comes. However, the reasons for this finding remain obscure, although thera- 
pists’ views of process (alliance is one example) have been found to be 
significantly related to their personal history (Hilliard et al., 2000). 

Clearly more needs to be understood about the origins of poor alliance 
and its relation to interactional patterns between patient and therapist. De- 
velopments in research based on relational models of psychodynamic psy- 
chotherapy offer great potential in elucidating the relevant dynamics. 

In summary, psychotherapy researchers need to return to an appreciation 
of psychotherapy as a set of processes involving two people. Theory-driven 
research and teaching facilitate a coherent approach to studying and learn- 
ing them. Relational therapy has been shown to be effective and its proc- 
esses have been subjected to much empirical scrutiny. Whatever one’s theo- 
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retical allegiance, an understanding of the psychodynamics of interactions 
can contribute to effectiveness, especially in relation to the alliance. 
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In recent years, government agencies, professional organizations, third- 
party payers, and consumers have been placing increased pressure on 
mental health service providers to be more accountable for the services 
they render. In response to this increased pressure, many clinicians and 
mental health service agencies have begun to implement quality manage- 
ment systems in their clinical practices (Barkham et al., 2001; Beutler, 2001; 
Kordy, Hannover, & Richard, 2001; Lambert, Hansen, & Finch, 2001; Lueger 
et al., 2001). Quality management systems are designed to ensure that pa- 
tients are being provided with high-quality treatment at an affordable cost 
(i.e., cost-effective treatment). There are two fundamental components of 
quality management systems that provide a basis for optimizing patient 
treatment outcomes: the prediction of patient treatment response and the 
measurement of patient change throughout the course of psychotherapy. 
The ability to predict which patients will respond to a given type of ther- 
apy will help optimize outcome by allowing therapists to modify their inter- 
vention strategies or reassign to a different type of treatment those patients 
who are predicted to respond poorly to a given type of therapy. This in turn 
will help clinicians allocate time, effort, and resources more efficiently. In 
fact, several predictors of outcome have been identified and are commonly 
used as selection criteria in brief therapy (Lambert & Anderson, 1996). 
Some of these predictor variables have received considerable empirical 
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support, suggesting that they are indeed helpful in distinguishing between 
patients who will and those who will not respond to a given treatment. 

Measurement with psychometrically sound instruments that are appro- 
priate for each patient will also help optimize outcome. The particular out- 
come measure that is used can influence conclusions about the effective- 
ness of therapy. In fact, certain measures are more likely to demonstrate 
patient improvement than other measures. Therefore, it is extremely im- 
portant that appropriate instruments are used for measuring outcome. By 
selecting and implementing instruments appropriately, clinicians can effec- 
tively adapt the length, type, and focus of therapy in response to measures 
of patient improvement, thereby producing the best possible outcomes. 
Furthermore, if core batteries of instruments aimed at assessing outcome 
for different patient populations are developed and implemented by clini- 
cians and researchers, understanding of the psychological conditions and 
therapy processes associated with these patient populations will increase. 
This in turn will facilitate the development of improved treatments, which 
will ultimately result in better outcomes. 

In light of the potential for prediction and measurement of treatment re- 
sponse to enhance patient outcomes, clinicians and researchers may bene- 
fit from becoming familiar with research regarding predictors and meas- 
ures of outcome. Thus, in this chapter we begin with a discussion of the 
theoretical work and empirical findings related to predictors of outcome. 
Second, we discuss theoretical, conceptual, and methodological issues re- 
lated to the measurement of patient outcome. Finally, we discuss efforts to 
order outcome measurement. 


PREDICTORS OF OUTCOME 


According to theorists of various orientations (e.g., Sifneos, 1987), success- 
ful short-term therapy depends largely on which patients are selected to re- 
ceive this type of treatment. However, there is sometimes disagreement 
both within and between the theoretical and empirical literature as to 
which patients are suitable candidates for short-term therapy. That is, the 
specific patient characteristics that are used to generate inclusion-exclu- 
sion criteria and that predict good—poor outcome have not been well estab- 
lished. Despite this lack of consensus, a few themes have emerged with re- 
gard to patient characteristics as predictors of outcome. In a review of the 
literature, Lambert and Anderson (1996) identified the following patient 
characteristics as the most commonly cited ways to predict final outcome: 
severity of disturbance, motivation, capacity to relate, ego strength, psy- 
chological mindedness, focality of problem, response to trial therapy, and 
early response to therapy. All of these patient characteristics are aspects of 
psychological health or disturbance that can impact treatment planning, 
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psychotherapy processes, and final patient outcome. We consider theoreti- 
cal perspectives and empirical findings regarding each of these patient 
characteristics as they relate to final outcome here. 


Severity of Disturbance 


Severity of disturbance is the most commonly cited predictor of outcome in 
both the theoretical and research literature (Lambert & Anderson, 1996). The 
majority of theorists who advocate brief therapy interventions recommend 
excluding severely disturbed patients from treatment. Actively psychotic in- 
dividuals, as well as those who have a history of psychotic decompensation, 
are almost always excluded from brief therapy (Barber & Crits-Christoph, 1991; 
Bauer & Kobos, 1987; Davanloo, 1980; Malan & Osimo, 1992). Most theorists 
also recommend that individuals with severe characterological problems be 
excluded (e.g., borderline or antisocial), including those with intense depend- 
ency needs (Garfield, 1989; Mann, 1991), individuals with paranoid personal- 
ity disorder (Pollack, Flegenagimer, & Winston, 1991), and those who rely on 
defenses such as denial and withdrawal (Binder & Strupp, 1991; Garfield, 
1989; Klein, 1985). Furthermore, psychosomatic complaints (Klein, 1985; 
Mann, 1991), substance dependence (Bauer & Kobos, 1987), impulse control 
disorders (Barber & Crits-Christoph, 1991; Sifneos, 1987), and entrenched neg- 
ativism and hostility (Binder & Strupp, 1991) have been cited as grounds for 
exclusion. Some theorists recommend excluding patients with severe mood 
disorders such as those with bipolar disorder (Ursano & Hales, 1986) or 
those who are at risk for suicide (Klein, 1985). Finally, organic brain damage 
and cognitive deficits have been suggested by some theorists as grounds for 
exclusion (Klein, 1985; Ursano & Hales, 1986). 

According to Lambert and Anderson (1996), the finding in general out- 
come research that severity of disturbance is negatively correlated with 
outcome can be extended to brief therapy as well. Nevertheless, Lambert 
and Anderson (1996) found several differences between the theoretical and 
research literature regarding severity of disturbance. According to these re- 
searchers, few studies have been aimed at verifying the belief that patients 
with psychosis should be excluded from brief therapy. Among the studies 
that exist, most show that psychotic patients do not respond as well as 
nonpsychotic patients (Malan & Osimo, 1992). However, this finding does 
not mean that psychotic patients do not benefit from brief therapy or that 
they should be excluded. In fact, some studies suggest that psychotic pa- 
tients can be effectively treated with highly structured brief group therapy 
(Kamas, 1991). Patients who do not have personality disorders have better 
outcomes and show more improvement than patients with personality dis- 
orders (Hoglend, 1993). Nevertheless, structured approaches seem to pro- 
vide promise for treating patients with borderline personality disorder 
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(Shearin & Linehan, 1992). Structured approaches may extend the length of 
therapy; however, such approaches seem able to produce significant im- 
provement more quickly than long-term therapy. 

Brief therapy seems effective for a variety of other personality disorders 
as well, including avoidant, dependent, histrionic, passive aggressive, and 
obsessive-compulsive personality disorders (Winston et al., 1991). How- 
ever, patients with narcissistic, antisocial, or paranoid personality disor- 
ders have not responded well to brief therapy. Although the findings are 
mixed, patients who are severely depressed (McLean & Taylor, 1992), as 
well as those who are diagnosed with substance dependence (Carroll, 
Rounsaville, & Gawin, 1991), have been successfully treated with brief ther- 
apy. Insufficient research exists regarding the effectiveness of brief therapy 
for bipolar disorder, suicide risk, and organic brain damage. Thus, conclu- 
sions cannot yet be drawn regarding these conditions. 

Anderson and Lambert (2001) studied the influence of severity of distur- 
bance on how many sessions are required to reach clinically significant 
(CS) change. These researchers tracked 75 clients in outpatient therapy 
with the Outcome Questionnaire (Lambert et al., 1996). When data from this 
study were combined with those from a similar study (Kadera, Lambert, & 
Andrews, 1996), a significant positive relation between time to reach CS 
change and initial distress level was found. A survival analysis indicated 
that clients with higher levels of initial distress took eight more sessions to 
reach 50% CS change (i.e., the session at which half of the patients with 
higher levels of initial distress met criteria for CS change) than clients with 
lower levels of initial distress. The results of this analysis are presented in 
Fig. 2.1. The patients involved in this study had similar levels of distress to 
those in other outpatient clinics (Lambert et al., 1996). 


Motivation to Change 


The second most frequently cited predictor of outcome is motivation (Lam- 
bert & Anderson, 1996). According to theorists, the type of motivation that 
is most predictive of outcome in brief therapy is motivation to change 
(Marmor, 1979). Benjamin (1991) noted that motivation to change involves 
willingness to reflect on thoughts, emotions, and behaviors and to incorpo- 
rate new thoughts, emotions, and behaviors. Motivation to change has been 
assessed in a variety of ways (Sifneos, 1987). However, theorists do not 
agree on how much emphasis to place on motivation to change when using 
it as a selection criterion, largely due to the fact that it is a patient quality 
that can change once therapy has begun. 

Many studies seem to support motivation to change as a predictor of 
outcome. For example, pretreatment motivation has been linked to 4- and 5- 
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FIG. 2.1. Percentage of initially more and less disturbed patients achieving 
clinically significant change following specified “doses” of psychotherapy. 
Adapted from Anderson and Lambert (2001). Reprinted with permission. 


year follow-up (Hoglend, 1993). Patient involvement, which reflects motiva- 
tion, has also been cited as predictive of outcome. In a comprehensive re- 
view, Orlinsky, Grawe, and Parks (1994) found a significant positive relation 
between motivation and outcome in 14 of 28 studies. They also found, in a 
review of 15 studies, a significant positive relation between patient involve- 
ment and good outcome in 92% of patients. Other researchers have not 
found a significant relation between motivation and outcome (Piper, de- 
Carufel, & Szkrumelak, 1985). Some researchers report that motivation may 
play a moderating role between certain therapist actions (e.g., exploratory 
actions and supportive techniques) and outcome (M. J. Horowitz, Marmar, 
Weiss, DeWitt, & Rosenbaum, 1984). Thus, prejudicial therapist actions 
(e.g., therapist rejection of patient, lack of empathy, authoritarianism) 
should be considered when excluding patients on the basis of motivation. 
According to some researchers (Bauer & Kobos, 1987; Garfield, 1989; 
Malan, 1976), the time at which motivation is assessed may also influence 
the value of motivation as a predictor. Most of these researchers agree that 
motivation is more predictive when assessed after several sessions (e.g., 
three sessions) of therapy than when assessed after the first session. 
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Capacity to Relate 


Capacity to relate is the third most cited selection criterion, with more than 
half of brief therapy theorists reviewed identifying it as an important factor 
that modifies outcome (Lambert & Anderson, 1996). Capacity to relate has 
been variously defined as the ability to engage, the ability to form a thera- 
peutic alliance, the maturity of object relations, the capacity for basic trust, 
and the capacity for intimacy. Some theorists view the capacity to relate as 
the most important criterion and claim that it is especially important in dy- 
namic therapy (Bauer & Kobos, 1987). Capacity to relate is usually deter- 
mined by how the patient relates to the therapist and by the quality of the 
patient’s external relationships (Baker, 1991). Good capacity to relate can 
be indicated by a variety of factors such as being willing to confide in and 
be influenced by others (Bauer & Kobos, 1987; Klein, 1985). 

Several studies support capacity to relate as a selection criterion. Posi- 
tive correlations have been found between good outcome and the ability to 
quickly form a good relationship with the therapist (Strupp, 1981), relation- 
ship maturity and stability (Piper et al., 1985), the quality of object relations 
(Piper, Azim, McCullum, & Joyce, 1990), the quality of interpersonal rela- 
tions at pretreatment (Hoeglend, 1993), and having a confidant (Moos, 
1990). Negative correlations have been found between good outcome and 
social dysfunction (Stotsky et al., 1991), negative contributions to the thera- 
peutic relationship (Horowitz et al., 1984), and amount of family conflict 
(Moos, 1990). Although the relation between capacity to relate and outcome 
has not been supported in some studies (Malan, 1976), after reviewing 15 
studies that provided information on the topic, Lambert and Anderson 
(1996) reported that the relation between capacity to relate and outcome 
generally seems to be supported by the literature. 

According to Orlinsky et al. (1994), who conducted a comprehensive re- 
view of the process and outcome research, self-reports of extratherapy re- 
lationship quality do not produce findings as strong as those achieved 
when in-session patient ratings of the quality of the therapeutic relationship 
are used. The therapist’s actions and theoretical orientation may influence 
the utility of the patient’s capacity to relate to predict outcome, suggesting 
that some procedures are more effective than others at overcoming this pa- 
tient deficit. 


Ego Strength 


Ego strength was mentioned as an essential capacity by half of the theorists 
reviewed by Lambert and Anderson (1996). Ego strength is usually viewed 
as the ability to cope with both internal and external stress (Bauer & 
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Kobos, 1987; Malan & Osimo, 1992). Ego strength can be indicated by sev- 
eral factors, including a patient’s education and occupation (Marmor, 1979), 
response to a challenge from the therapist (Davanloo, 1980), and responsi- 
bility, autonomy, and emotional maturity (Strupp, 1981). 

Most studies support the relation between ego strength and outcome 
(Piper et al., 1985). In a study by M. J. Horowitz et al. (1984), ego strength 
played a moderating role between certain therapist actions (i.e., therapist 
exploration and support) and outcome. Psychological health sickness, a 
variable similar to ego strength, was found to be significantly related to out- 
come in 22 of 34 (66%) studies (Luborsky, Crits-Christoph, Mintz, & Auer- 
bach, 1988). Those with low ego strength do not respond well to unstruc- 
tured approaches (Lambert, Bergin, & Collins, 1977) but do appear to 
respond well to supportive approaches (Piper et al., 1990). Furthermore, 
whether or not individuals with high ego strength respond to unstructured 
approaches may depend on their tolerance for and the number of interpre- 
tations made by the therapist (Piper et al., 1990). Although ego strength 
seems to predict outcome in brief therapy, little is known about which as- 
pects of ego strength account for this relation or whether patients with low 
ego strength are better suited for long-term therapy or more structured ap- 
proaches rather than short-term therapy. 


Psychological Mindedness 


Psychological mindedness is a commonly cited selection criterion, with al- 
most half of the theorists identifying psychological mindedness as an im- 
portant predictor of outcome. Psychological mindedness involves several 
factors, including the capacity for introspection (Davanloo, 1980), curiosity 
about the self (Baker, 1991), the ability to communicate thoughts and feel- 
ings to others (Bauer & Kobos, 1987), and the capacity for abstract thought 
(Sifneos, 1987). Dynamic theorists emphasize the capacity for insight as the 
most important indicator of psychological mindedness (Marmor, 1979). 

Although some studies have demonstrated a relation between psycho- 
logical mindedness and outcome (Strupp, 1980), most studies have failed to 
support psychological mindedness as a predictor of outcome (Piper et al., 
1985). For example, Orlinsky et al. (1994) reported that 70% of 79 studies did 
not show a significant relation between psychological mindedness and out- 
come. Furthermore, some studies report that high levels of self-focus are 
associated with psychopathology, especially if the self-focus is negative 
(Ingram, 1990). It is important to note, however, that psychological minded- 
ness has been shown to be negatively correlated with attrition in brief dy- 
namic therapy (McCallum & Piper, 1990). Overall, psychological minded- 
ness does not seem very useful as a predictor of outcome. 
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Focality of Problem 


Nearly half of the theorists reviewed by Lambert and Anderson (1996) men- 
tioned focality of problem (i.e., the tendency for a patient’s problems to be 
localized) as a predictor of outcome. Their reasoning stems from the belief 
that identification of a focal problem allows therapists to allocate their ef- 
forts more effectively. However, theorists do not agree on how to differenti- 
ate one focal problem from another. 

Few studies have been reported on the relation between focality and out- 
come. In one study involving brief psychodynamic therapy, focality was not 
significantly related to outcome (Piper et al., 1985). Conversely, good out- 
comes were not achieved in two cases in which the therapist could not 
identify a focal problem (Malan & Osimo, 1992). Although there is some evi- 
dence to suggest that lack of focality may be associated with attrition, it is 
also likely true that it is important to allow patients time to identify the fo- 
cal problem on their own or at least collaboratively with the therapist. Due 
to the lack of research in this area, no definite conclusions can be made 
about the utility of focality as a selection criterion. 


Response to Trial Therapy 


Response to trial therapy, another predictor of outcome proposed by theo- 
rists (Lambert & Anderson, 1996), involves providing a representative sam- 
ple of a particular treatment to a patient for the purpose of ascertaining the 
patient’s likely response to that therapy if it was provided in its entirety. 
Most theorists who support response to trial therapy or trial interpreta- 
tions as useful outcome predictors are psychodynamically inclined (e.g., 
Bauer & Kobos, 1987; Binder & Strupp, 1991; Malan & Osimo, 1992). In- 
creased motivation is one indicator of a positive response to trial therapy, 
whereas a negative response might include anxiety and confusion. Al- 
though assessing a patient’s response to trial therapy can be time consum- 
ing, information gleaned from a trial treatment may not only assist in as- 
sessing a patient’s appropriateness for a specific type of treatment, but it 
may also assist in providing the most appropriate referral to a given pa- 
tient. According to Lambert and Anderson (1996), a few studies support us- 
ing a patient’s response to trial therapy to predict outcome (Davanloo, 
1980). However, other researchers have not found such a relation (Piper et 
al., 1985). Given these mixed findings, more studies are needed to better un- 
derstand the relation between response to trial therapy and outcome. 


Early Response to Therapy 


An additional related predictor of outcome that is not specified by theoreti- 
cians but is receiving increased empirical support is early response to ther- 
apy. Early response to therapy can be assessed by measuring a patient’s 
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improvement or deterioration (by comparing a patient’s pretreatment 
score on an outcome measure with his or her expected score on the meas- 
ure following a session of psychotherapy) regularly during the first few ses- 
sions of therapy. Although little consensus has been reached regarding 
how to define and measure early response, several studies have found that 
early positive response is positively correlated with better outcomes (e.g., 
Tang & DeRubeis, 1999). 

In one study, Haas, Hill, Lambert, and Morrell (2002) measured early re- 
sponse by comparing each patient’s session-by-session Outcome Question- 
naire (Lambert et al., 1996) total scores (which are derived by totaling 
scores on the Subjective Distress, Interpersonal Relations, and Social Role 
subscales) to a normative set of expected response curves. With the use of 
this method, they found that patients who were early positive responders 
had better outcomes at termination and up to a 2-year follow-up than those 
who were not early positive responders. Furthermore, and perhaps in con- 
trast to clinical beliefs, it appears that patient deterioration early in the 
course of treatment is predictive of poor final outcome. For example, multi- 
ple studies (Haas et al., 2002; Lambert et al., 2002) have shown that clients 
who worsen early in the course of treatment have approximately a one in 
four chance of obtaining a reliable (i.e., improving by more points on an 
outcome measure than can be attributed to measurement error) or clini- 
cally significant change (i.e., reliably changing and moving into a functional 
range on an outcome measure) if no corrective actions are taken. It is not 
known whether early positive response is due to specific or to nonspecific 
factors. However, because most specific factors (i.e., specific treatment in- 
terventions) are introduced or thought to take effect later in therapy, non- 
specific treatment factors, in interaction with patient characteristics, seem 
to be largely responsible for the early response phenomenon. Studies in 
this area are promising and suggest that early response to treatment is a 
predictor of outcome across therapies, including brief dynamic therapy. 


Summary 


Although brief therapy has been shown to be effective (Anderson & Lam- 
bert, 1995), the patient characteristics most predictive of outcome are not 
yet well established (Lambert & Anderson, 1996). Nevertheless, it is reason- 
able to conclude that several of the aforementioned patient characteristics 
(i.e., severity of disturbance, motivation to change, ego strength, capacity 
to relate, and early response to therapy) have repeatedly been shown to be 
correlated with brief therapy outcome. Severe disturbance is associated 
with less improvement and poorer outcomes in both brief and longer term 
therapy. Nevertheless, many patients who are severely disturbed can bene- 
fit from brief therapy. Severely disturbed patients improve most when 
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treatments are problem focused, structured, both individual and group, 
and capable of being extended. Motivation to change seems quite useful as 
a selection criterion, especially when motivation is assessed after several 
sessions of therapy. Ego strength also seems predictive of outcome. Never- 
theless, improvement can be achieved even with patients who have low ego 
strength, especially when the therapy is structured or supportive (or both) 
rather than expressive. Both motivation and ego strength can be moderat- 
ing factors between a therapist’s exploratory and supportive actions and 
outcome (Horowitz et al., 1984). Capacity to relate also seems to be useful in 
selecting patients for brief therapy, especially when patient ratings of the 
therapy process are used. Early response to therapy is also predictive of 
outcome at termination and up to 2 years follow-up. On the other hand, psy- 
chological mindedness, focality, and response to trial therapy have yet to 
be supported by the evidence as outcome predictors. However, low levels 
of psychological mindedness may be associated with attrition, and the lack 
of support for focality and response to trial therapy may just be due to the 
lack of research in these areas. Thus, research aimed at better understand- 
ing these and other variables associated with outcome is needed. 

Studies on patient characteristics common in those who show little im- 
provement or poor outcomes would also be informative. Moreover, be- 
cause several of the predictors reviewed previously are abstract and lack 
precise definitions, further effort should be aimed at clarifying these con- 
structs. Because long-term treatment outcomes are best predicted by se- 
verity of disturbance, motivation to change, ego strength, capacity to re- 
late, and early response to treatment, patients who are highly distressed, 
unmotivated to change, lack ego strength, have difficulty in relating to oth- 
ers (particularly the therapist), and deteriorate early in the treatment proc- 
ess are not likely to benefit from long-term treatment that is unstructured. 
Although it is arguable that such patients would not, by extension, respond 
to brief therapy as well, it is also possible that brief therapy that is struc- 
tured, goal oriented, and employs multiple interventions and modalities 
may be the treatment of choice for such difficult cases. 

Clinicians glean information about a patient’s standing on each of the 
aforementioned predictor variables from many sources (e.g., behavioral ob- 
servation, patient verbal report, reports of significant others, testing). Un- 
derstanding information gathered from these sources requires varying de- 
grees of clinical judgment. Although clinical judgment obviously has a place 
in predicting which patients will or will not likely respond to a particular 
therapy, studies have repeatedly indicated that predictions are most accu- 
rate when empirical data are emphasized in the process of formulating pre- 
dictions. Therefore, we strongly recommend that clinicians utilize sound 
measures that are aimed at assessing a patient’s standing on the aforemen- 
tioned predictor variables in their attempts to determine which patients 
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will or will not respond to a particular therapy. In addition to the role of 
measurement in the prediction of psychotherapy outcome, the second 
component of quality management systems that provides a basis for opti- 
mizing psychotherapy outcome is the measurement of patient change 
throughout the course of psychotherapy. Thus, in the next section we dis- 
cuss some of the theoretical, conceptual, and methodological issues related 
to the measurement of patient outcome, as well as attempts to bring order 
to outcome measurement. 


OUTCOME MEASUREMENT 


The history of outcome measurement dates back to the 1920s (Lambert, 
Christensen, & DeJulio, 1983). Since that time, the importance, develop- 
ment, and use of outcome measures have continued to increase. However, 
although the use of outcome measures has increased, the focus of outcome 
research has evolved and generally broadened over time. Modern efforts at 
assessing outcome largely began in reaction to a study conducted by 
Eysenck (1952), which concluded that 74% of patients, drawn from 24 stud- 
ies and diagnosed with neurosis, were found to make progress considered 
equivalent to a similarly diagnosed group of individuals who received no 
treatment over a 2-year time period. Following this study, a large body of re- 
search was directed toward determining whether psychotherapy assists 
patients beyond the improvements that can be expected from existing so- 
cial supports and inner homeostatic mechanisms. Once psychotherapy, at 
a global level, was established as an effective treatment, outcome research 
began to focus more on differences in effectiveness between therapies. Al- 
though this area of inquiry continues to be a focus of outcome research, the 
literature to date suggests that different therapies, including dynamically 
oriented therapies, are equally effective in treating most problems. 

A new focus of research is the use of outcome data throughout the 
course of treatment for the purpose of improving patient outcomes. To this 
end, many researchers have developed and implemented feedback systems 
that provide clinicians with ongoing data regarding a particular patient’s re- 
sponse to treatment (Barkham et al., 2001; Beutler, 2001; Kordy, Hannöver, 
& Richard, 2001; Lambert et al., 2001; Lueger et al., 2001). One quality of 
these feedback systems is that they are able to be utilized by clinicians who 
practice from any theoretical orientation, including dynamically oriented 
therapists. The rationale behind these systems is that clinicians can, if 
needed, adapt their treatment approach in response to feedback regarding 
patient progress. Many feedback systems have recently been developed, 
and some have been shown to significantly improve patient outcomes, par- 
ticularly those of patients who are predicted (based on their early poor re- 
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sponse to therapy) to drop out of therapy prematurely or have a poor final 
outcome (Lambert et al., 2002). Furthermore, in addition to providing regu- 
lar feedback to clinicians, some researchers are beginning to explore the ef- 
fects of providing regular feedback based on outcome data to patients and 
clinical supervisors. As can be seen, the focus of outcome research has 
broadened from postmortem analyses (i.e., analyses of pre-post change fol- 
lowing patient termination from treatment) of outcome data for the pur- 
pose of demonstrating treatment effectiveness to a real-time application of 
outcome data for the purpose of enhancing patient outcomes. 


THE UNIQUE TASK OF OUTCOME MEASUREMENT 


The ability to accurately assess patient response to treatment throughout 
the course of therapy is directly related to the quality and appropriateness 
of the measures being used for this purpose. Kirshner and Guyatt (1985) 
noted that of the thousands of psychological tests that have been published 
to date, most have been specifically designed to serve one or more of the 
following purposes: discrimination, prediction, and evaluation. A discrimi- 
native measure is one that is used for the purpose of distinguishing between 
individuals or groups on the basis of an underlying dimension when no ex- 
ternal criterion or gold standard is available. Intelligence tests such as the 
Wechsler Adult Intelligence Scale (Wechsler, 1997) and personality tests 
such as the Minnesota Multiphasic Personality Inventory (MMPI; Hathaway, 
McKinley, & Butcher, 1990) are examples of discriminative measures. Dis- 
criminative measures are often used as diagnostic instruments because 
they are specifically designed to discriminate between different individuals 
(based on their scores on a measure) at a single point in time. 

A predictive measure is one that is used for the purpose of classifying 
individuals into categories when a gold standard is available, either concur- 
rently or prospectively, to determine whether individuals have been classi- 
fied correctly. This type of measure is generally used as a screening instru- 
ment to identify which specific individuals have or will develop a target 
condition. When a measure is used to assist in assessing whether or not a 
patient is appropriate for a specific type of treatment (e.g., using a measure 
to assess a patient’s ego strength for the purpose of predicting whether he 
or she will be able to meaningfully participate in brief dynamic therapy), it 
is being used for predictive purposes. The Child Abuse Potential Inventory 
(Milner, 1989) is another example of a predictive measure in that it is de- 
signed to detect individuals who are at an increased risk of committing abu- 
sive acts in the future. 

An evaluative measure is one that is used for the purpose of measuring 
change over time (e.g., pretreatment and posttreatment, weekly change 
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over the course of treatment) in an individual or group on the dimension(s) 
of interest. Tests designed to assess treatment benefits or outcomes are 
examples of evaluative measures. Outcome measures, then, are quite differ- 
ent from discriminative and predictive measures because they are de- 
signed to measure intraindividual change over time via repeated adminis- 
trations rather than to discriminate between different individuals at a single 
point in time (Kirshner & Guyatt, 1985). 

It is important to note that measures are often used, either appropriately 
or inappropriately, for some combination of the aforementioned purposes. 
For example, a measure may be used to assist in determining a patient’s ap- 
propriateness for a specific type of treatment (i.e., predictive purpose) and 
then subsequently used to track that patient’s progress throughout the 
course of treatment and status at termination (i.e., evaluative purpose). Al- 
though this is justified in cases in which a measure has demonstrated utility 
in serving multiple purposes, such a practice often represents an applica- 
tion of a measure for a purpose for which that measure was not designed 
and may lead to the inaccurate assessment of a patient. For example, 
Froyd, Lambert, and Froyd (1996) reported the MMPI to be among the 10 
most frequently used self-report measures of outcome (i.e., evaluative pur- 
pose) despite the fact that the MMPI was specifically designed for diagnos- 
tic purposes (i.e., discriminative purpose). The MMPI is not an appropriate 
instrument for measuring outcome because it contains many items that are 
not sensitive to changes in patients receiving treatment, is excessively long, 
and is relatively expensive (Froyd et al., 1996). As this example suggests, it 
is extremely important that care is taken when selecting instruments to 
measure patient response to treatment. 


Qualities of Good Outcome Measures 


Given the importance of outcome measurement, clinicians would benefit 
from being aware of the qualities associated with sound outcome measures. 
The development of selection criteria (i.e., characteristics of instruments 
that will lead to the most accurate measurement of patient change) for out- 
come measures has received increased attention in recent years, largely 
due to the greater emphasis that managed care has placed on accountabil- 
ity for services rendered (Trabin, 1995). Because professional practices 
may come to rely heavily on the demonstration of measured effects of treat- 
ments, it is imperative that outcome measures possess characteristics that 
will lead to the most accurate reflection of patient improvement. Some au- 
thors (e.g., Pilkonis, 1997) have proposed selection criteria for instruments 
aimed at measuring changes in symptomatology associated with a specific 
disorder (e.g., major depressive disorder) or a major diagnostic category 
(e.g., personality disorders). Others have focused on the development of 
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universally accepted selection criteria that can be applied to the evaluation 
of any outcome measure (Lambert, Horowitz, & Strupp, 1997; Newman & 
Ciarlo, 1994). Although there are some differences between the selection 
criteria proposed by various authors, there appears to be considerable 
overlap as well. 

Synthesizing and building on the available literature, Lambert et al. 
(1997) suggested that the following 13 criteria consistently emerge as an 
appropriate means of selecting methods and measures of outcome: rele- 
vance to target group; simple, teachable methods; use of measures with 
objective referents; use of multiple respondents; psychometric strengths 
and the availability of norms; low measure costs relative to its use; under- 
standing by nonprofessional audiences, easy feedback, and uncompli- 
cated interpretation; useful in clinical services; compatibility with a variety 
of clinical theories and practices; the possibility of multiple administra- 
tions; comprehensiveness; ties to a diagnostic classification system (e.g., 
Diagnostic and Statistical Manual of Mental Disorders-IV, American Psychiat- 
ric Association, 2000); and sensitivity to change. Attention to the aforemen- 
tioned criteria will increase the likelihood of selecting an outcome measure 
that provides the most accurate reflection of patient improvement. Accu- 
rate assessment of patient improvement will, in turn, allow clinicians to 
demonstrate treatment effectiveness more convincingly and alter treat- 
ment strategies in response to patient change if needed. Moreover, the use 
of good outcome measures will lead to more reliable and valid research 
findings, which may further our understanding of the therapy process. Con- 
versely, the use of inappropriate, unreliable, or invalid measures will con- 
tribute to the failure to find patient benefit. 


BRINGING ORDER TO OUTCOME MEASUREMENT 


Despite the fact that the history of outcome measurement dates back to the 
1920s, outcome research is characterized by an extreme lack of consensus, 
consistency, and organization regarding appropriate methods and meas- 
ures for assessing outcome. Much of this confusion stems from the fact that 
literally thousands of different outcome measures are being used. For ex- 
ample, in a review of outcome studies published in 20 major journals be- 
tween 1983 and 1988, Froyd et al. (1996) identified 1,430 distinct measures 
that had been applied in 348 studies. Many of the instruments used in these 
studies (e.g., MMPI) were applied inappropriately in that they were not de- 
signed to be used as outcome measures. In addition to this problem, many 
of the outcome instruments that are being used are researcher developed 
or one-item instruments. For example, Meier and Davis (1990) reviewed out- 
come studies published in 1967, 1977, and 1987 in the Journal of Counseling 
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Psychology and reported that about one third of the scales were developed 
or modified by the investigator, and the most frequent number of items per 
scale was one. The chaos in outcome measurement also stems from the fact 
that treatment is often multifaceted and that change is a multidimensional 
phenomenon (Ogles, Lambert, & Masters, 1996). Furthermore, some confu- 
sion may be due to the tendency for values and theoretical orientations to 
influence decisions about what is a desirable outcome (Bergin, 1980). More- 
over, in a meta-analysis, Miller and Berman (1983) found that the source of 
measurement (e.g., client, therapist, other) often influences conclusions 
about the effectiveness of treatment and contributes to the lack of correla- 
tion between different measures of the same construct. 

The chaos in outcome research makes it difficult for researchers to com- 
pare and integrate the results from different studies and draw sound con- 
clusions. Consequently, it is disheartening to clinicians who are attempting 
to apply research findings or to select appropriate measures for assessing 
treatment effectiveness. This frustration causes clinicians to lose confi- 
dence in research and thus to be less likely to apply research findings in 
practice. In response to these concerns, several attempts have been made 
to bring order to the diversity and chaos found in outcome measurement 
(e.g., Elliot, 1992; Lambert, 1983; Lambert, Ogles, & Masters, 1992; McGlynn, 
1996; Newman, Ciarlo, & Carpenter, 1999; Waskow & Parloff, 1975). In the fol- 
lowing, we review two recent efforts to organize outcome measurement. 


Core Battery Conference at Vanderbilt University 


The 1994 American Psychological Association-sponsored Core Battery Con- 
ference held at Vanderbilt University was in large part a descendant of the 
1970 Outcome Measures Project (OMP). The OMP, which was sponsored by 
the National Institute of Mental Health, was a conference involving expert 
therapy researchers in an attempt to identify a standard set of instruments 
(core battery) that could be used in all psychotherapy outcome studies, re- 
gardless of the setting or type of therapy (Waskow & Parloff, 1975). The suc- 
cess of the OMP in reaching this goal was limited by (a) a failure to address 
specific patient populations and (b) a lack of conceptualization regarding 
relevant domains of functioning (L. M. Horowitz, Strupp, Lambert, & Elkin, 
1997). 

Lessons learned from the OMP and from the subsequent attempts to es- 
tablish a core battery stimulated discussion at the 1992 meeting of the Soci- 
ety for Psychotherapy Research. Forty psychologists and psychiatrists vol- 
unteered to pursue the idea of a core battery. All of the major theories of 
therapy and all of the major treatment modalities were represented in this 
group. These researchers, who specialized in anxiety, mood, or personality 
disorders, attempted to address the first limitation of the OMP by focusing 
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separately on these three types of disorders. Moreover, they limited their 
discussions to nonpsychotic adults. They addressed the second limitation 
of the OMP by identifying essential domains of functioning that should be 
tapped by a core battery. Then, at the 1993 Society for Psychotherapy Re- 
search meeting, the group discussed four broad questions: (a) “What 
should a core battery look like?”; (b) “What needs to be measured?”; (c) 
“What criteria should be adopted in selecting measures?”; and (d) “What 
specific instruments should be included in the core battery?” (L. M. Horo- 
witz et al., 1997, p. 20). 

The preceding events led to the 1994 American Psychological Associa- 
tion-sponsored Core Battery Conference at Vanderbilt University. Prior to 
the conference, each of 15 experts in the area of measurement was asked to 
“... draft a manuscript on some issue that he or she considered important 
in developing consensus in the evaluation of outcome” (Horowitz et al., 
1997, p. 21). Then, at the conference, each of these 15 experts was assigned 
to either a group focusing on anxiety disorders, a group focusing on mood 
disorders, or a group focusing on personality disorders. This division al- 
lowed each group to discuss each of the four questions in terms of its diag- 
nostic category. After discussing each question separately, the three 
groups came together to discuss each question collectively to compare 
their responses (L. M. Horowitz et al., 1997). 

Answers to the four questions can be seen in the general conclusions 
that were drawn from the manuscripts written by the participants and the 
conference itself. First, core batteries are needed to maximize progress to- 
ward effective treatments. Second, a core battery manual could include a 
universal battery appropriate for all disorders, general batteries appropri- 
ate for each diagnostic grouping (e.g., anxiety disorders), and specific bat- 
teries appropriate for disorders within those groupings (e.g., panic disor- 
der). Third, the general content domains essential for a universal battery 
are “symptomatic states, social role functioning, and interpersonal func- 
tioning” (Lambert et al., 1997, p. 492). Fourth, the qualities essential for each 
core battery include “outstanding psychometric properties, multiple data 
sources [patient, therapist, family members, and independent raters], ob- 
jective referents, pantheoretical [and pantreatment] assumptions, and sen- 
sitivity to change” (Lambert et al., 1997, p. 492). Fifth, necessary but perhaps 
not sufficient batteries could be developed to which researchers in various 
settings would add additional measures. Sixth, consensus on specific instru- 
ments to be included was not reached because of issues such as allegiance, 
familiarity, autonomy, and theoretical orientation (Lambert et al., 1997). 

Although much was accomplished at the 1994 conference, further work 
is needed. Namely, a consensus must be reached regarding the specific in- 
struments to be included in universal, general, and specific core batteries. If 
the development of core batteries is further pursued, the first step would 
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likely be for a panel of experts to scale the criteria for selecting instruments 
in terms of importance. Second, the panel of experts should examine all 
available instruments that could be used to assess each of the essential do- 
mains. Third, these experts should rate each instrument on how well it 
meets each of the criteria for selection. Then the experts’ ratings could be 
averaged across raters for each criterion, and a weighted sum across crite- 
ria then should be computed for each instrument. Finally, the weighted 
sums could be used to rank the instruments in each domain according to 
quality. A core battery could then be created by using the highest scoring 
instrument in each of the domains. This strategy can be used to select uni- 
versal, general, and specific core batteries by using domains and criteria 
for selecting instruments that are appropriate for each of these three core 
battery types (L. M. Horowitz et al., 1997). 


A Scheme for Organizing and Conceptualizing 
Outcome Measurement 


In addition to the efforts aimed at developing core batteries, attempts have 
been made to bring order to outcome measurement by developing 
schemes for organizing or conceptualizing outcome measurement (e.g., 
Newman et al., 1999). Such schemes are less rigid than core batteries in that 
they are based on instrument qualities that can be considered when decid- 
ing which instruments to use rather than being based on a collection of spe- 
cific instruments. These instrument qualities are important ways in which 
instruments differ. Consideration of such differences will aid clinicians and 
researchers in selecting appropriate instruments for their specific needs. 
An example of an organizational and conceptual scheme can be seen in the 
work of Ogles et al. (1996). Their scheme is based on several reviews of the 
psychotherapy outcome literature (Bergin & Lambert, 1978; Lambert et al., 
1983; Lambert, Shapiro, & Bergin, 1986) and has undergone several revi- 
sions (Lambert, 1983; Lambert, Masters, & Ogles, 1992; Lambert, Ogles, et 
al., 1992). This scheme was designed to guide clinicians and researchers in 
the process of instrument selection and evaluation, remind them of the pos- 
sibilities within the field of measurement, and help them select instruments 
that adequately assess each facet of the domain of interest. In short, such 
schemes help clinicians and researchers conceptualize outcome measure- 
ment more clearly and organize it more efficiently and effectively and thus 
help further the field of outcome measurement. 

The scheme developed by Ogles et al. (1996) involves five dimensions: 
content, social level, source, technology, and time orientation. The content 
dimension reflects whether the instrument measures behavioral, cognitive, 
or affective faculties. The social level dimension reflects the degree to which 
the instrument assesses a client’s internal attributes as opposed to inter- 
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personal adjustment and social role adjustment. The source dimension re- 
flects the source of the outcome information (i.e., client self-report, thera- 
pist rating, relevant others, trained observers, and institutional reference). 
The technology dimension reflects the format of the data (i.e., how specific 
the questions are, how many questions there are, and how and why the 
data is collected). The technology dimension is based on four general cate- 
gories (global questions, specific questions, observation of behavior, and sta- 
tus). The status category is based on demographic information (e.g., whether 
the patient is employed or has been hospitalized). The time orientation di- 
mension reflects the degree to which the instrument attempts to measure a 
stable trait-like characteristic versus an unstable state-like characteristic. 

According to Ogles et al. (1996), each outcome instrument can be rated 
and classified on all five dimensions. For example, the Beck Depression In- 
ventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) is mainly affective 
in terms of content, intrapersonal in terms of social level, a self-report 
measure in terms of source, specific in terms of technology, and state-like in 
terms of time orientation. Clinicians and researchers can select instruments 
by considering the five dimensions in terms of their unique needs. When 
they do so, they will be more likely to select appropriate measures and thus 
will be able to collect more accurate data (Ogles et al., 1996). 


CONCLUSIONS 


In this chapter, we discussed two important components of quality manage- 
ment systems that provide a basis for optimizing patient treatment out- 
comes: the prediction of patient treatment response and the measurement 
of patient change throughout the course of psychotherapy. We discussed 
several predictors of outcome that have been used as selection criteria in 
brief therapy. Several of the theoretical beliefs regarding such predictors 
have been confirmed by empirical findings. Based on the literature, severity 
of disturbance, motivation to change, ego strength, capacity to relate, and 
early positive response to therapy seem at least moderately correlated 
with therapy outcome (Lambert & Anderson, 1996; Haas et al., 2002). On the 
other hand, psychological mindedness, focality, and response to trial ther- 
apy have yet to be demonstrated as useful predictors of outcome. Regard- 
less of which predictors are used, when a patient is predicted to respond 
poorly to brief therapy it does not necessarily mean that the patient will not 
benefit from brief therapy or that the patient would respond better to long- 
term treatment. In fact, brief therapy that is structured and goal oriented 
and that employs multiple interventions and modalities may be the treat- 
ment of choice for such difficult cases (Lambert & Anderson, 1996). If clini- 
cians and researchers become familiar with the research to date and with 
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future research involving predictors of outcome, they will be able to make 
more accurate decisions about matching therapy interventions with patient 
variables and thereby improve outcomes. 

We also discussed the importance of measuring outcome and the qualities 
associated with outcome measures. Outcome measures differ in several 
ways from diagnostic and other instruments. In addition, outcome measures 
differ in terms of quality. Several qualities seem to be associated with good 
outcome measures. Clinicians and researchers who select high quality instru- 
ments that are appropriate for their needs will be able to monitor patient 
change more accurately as well as better understand treatment processes. 
Furthermore, information regarding patient response to treatment can be 
regularly provided to clinicians and used to improve outcomes of patients. 

Finally, we discussed the chaos found in outcome measurement and two 
of the attempts that have been made to bring order to outcome measure- 
ment. The chaos in outcome measurement stems from several sources and 
makes it difficult for researchers to compare and integrate the results 
from different studies and draw sound conclusions. Consequently, it is 
disheartening to clinicians who are attempting to apply research findings 
or to select appropriate measures for assessing treatment effectiveness. 
Despite attempts to establish a core battery (e.g., the Core Battery Confer- 
ence at Vanderbilt University), these efforts have not identified which in- 
struments should be used. Although much has been accomplished through 
these efforts, much remains to be done. There have also been efforts to 
help clinicians and researchers organize and conceptualize outcome mea- 
surement. For example, Ogles et al. (1996) developed a scheme that can be 
used to select and evaluate outcome measures. Both of these methods of 
bringing order to outcome measurement seem fruitful. However, the num- 
ber of benefits achieved through either method will be closely tied to the 
number of clinicians and researchers that utilize them. The increased or- 
der in outcome measurement that can be achieved with either method 
would accelerate our understanding of therapy processes and treatment 
techniques. 

As seen in this chapter, significant advances have been made in the pre- 
diction of patient treatment response and in the measurement of patient 
change throughout the course of therapy. These advances have contrib- 
uted to the development of quality management systems, which have inte- 
grated information from these two areas in an effort to ensure that patients 
receive high quality treatment. Nevertheless, there continues to be a great 
need for researchers and clinicians to identify, refine, and apply methods of 
enhancing outcome through assessment performed both prior to and 
throughout the course of treatment. These methods need to be continually 
evaluated and refined so that the benefits patients receive from psycho- 
therapy can be maximized. 
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The psychodynamic reader will appreciate the combination of dread and 
delight experienced during the writing of this chapter: delight to focus on 
such an important, yet relatively neglected phase of therapy, its initiation, 
and fear because there are so many different factors to consider when 
studying therapists’ tasks within the first interview. Furthermore, I have al- 
ways identified as an integrationist with no particular allegiance to psycho- 
dynamic theory. Motivated by these conflicting feelings, I reviewed theory 
and research on the conduct of the first interview of brief therapy and brief 
psychodynamic psychotherapy. As the psychodynamic brief therapy litera- 
ture is extensive, and brief psychotherapy research is wide ranging and 
complex, this was an ambitious undertaking. Furthermore, as any psycho- 
therapy process researcher knows all too well, there is scant support for 
linking a single therapist task or technique with positive therapy outcome 
(Bergin & Garfield, 1994). Still, expert clinicians and sophisticated therapy 
researchers continue to believe in the clinical significance of certain thera- 
peutic tasks. 

The task analysis approach used throughout this book has particular 
merit for trainees developing psychotherapy skills (Rudolph, Craig, Leifer, 
& Rubin, 1998). Within this particular chapter, the approach is to identify 
and define specific first-interview tasks. Experience as a teacher of graduate 
trainees in clinical psychology and as a researcher of trainee skill acquisi- 
tion confirm that clear definition of first-interview tasks facilitates trainee 
task enactment and self-evaluation. Ambiguity about expectations for task 
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performance has been reported by trainees (Rosenbaum, 1984), and al- 
though a modest amount of anxiety may enhance learning, unnecessary 
anxiety due to lack of clear definition can and should be avoided (Smelson, 
Kordon, & Rudolph, 1997). Examples from video and audio recordings of 
first interviews are particularly useful in displaying the tasks and their typi- 
cal sequence. Trainees can practice and then master the sequence with 
greater sensitivity to the nuances of particular therapeutic relationships. 


LIMITATIONS 


The purpose of this chapter is to describe how the brief psychodynamic 
psychotherapist may sensitively and productively conduct the first inter- 
view with adult or near-adult individuals who seek help of their own accord. 
This chapter describes typical tasks a brief psychodynamic psychothera- 
pist might enact when conducting a first interview with an individual. Modi- 
fications would certainly be needed when interviewing couples, families, or 
children. Although these therapeutic formats are important and increas- 
ingly common in psychotherapy practice, they are not the focus of this 
chapter. Other limitations in application also apply. The tasks suggested 
here are appropriate with patients who seek psychotherapy of their own 
volition. Patients mandated to participate in psychotherapy necessitate 
variations in therapist tasks as well as a significant alteration in the thera- 
pist’s role that substantially affect the process of the interview. Naturally, 
patients who are actively psychotic also require a different interview proc- 
ess and therapist stance. 

The context in which the first interview is conducted also influences the 
appropriateness of the tasks described here. These tasks do not fit every 
context! They are not designed to be part of a mental status exam or a fo- 
rensic exam. There are excellent treatments of these types of interviews 
elsewhere (Meloy, 1989; Schwartz, 1989). 

It is important to note here that the first interview with patients with 
communicative disabilities also requires important modifications in thera- 
pist tasks and interview processes. Increasingly psychotherapists are pro- 
viding services to patients who are hearing impaired, use sign language, or 
experience speech impediments. How the therapist conducts these first in- 
terviews is particularly important and warrants sensitive and thoughtful 
study. Cultural differences between the patient and the therapist in the first 
interview should also influence the tasks of the therapist. If there are differ- 
ences between the patient and therapist in race, culture, social class, lan- 
guage, or sexual orientation they must be responded to sensitively in the 
first interview. One fundamental purpose of the first interview is to provide 
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the patient with a safe and trustworthy setting for self-exploration. There- 
fore, it is essential that differences, which could handicap or limit the cre- 
ation of this safe setting for the patient, are discussed with sensitivity and 
respect. Thus, it is clear that “one size does not fit all” when discussing first- 
interview tasks. However, certain categories of tasks or factors are, with 
some notable exceptions, universally present in “good” first psychotherapy 
interviews and are probably linked to positive therapy outcomes. I return 
to this point later. 

Another set of limitations deserves comment: the basic resources sup- 
porting the interview. One may wish to take these for granted, but as a 
trainer having supervised over a hundred therapy trainees, I’ve learned to 
take little for granted about even the basics of the first interview. To ade- 
quately conduct the first interview, one should have a quiet, private, venti- 
lated room with a door that closes. One should have few or no interruptions 
and the privacy and confidentiality of the exchanges should be communi- 
cated and safeguarded. It is essential that there be clarity between therapist 
and patient as to how any record of the interview is going to be made and 
with whom, if anyone, this record will be shared. There should be an ade- 
quate and comfortable seating arrangement that is consistent with the cul- 
tural background of the patient. The space of the room should be welcom- 
ing and convey a tone of sanctuary, again within the cultural context of the 
participants. 

Last, there should be adequate time allotted for this first interview. 
There are a number of different tasks and processes that must occur for the 
interview to be truly productive. Sufficient time is required to accomplish 
these various tasks. At least 60 min should be allotted for the first interview; 
75 is definitely preferable. Research supports this practice. For example, 
longer first interviews reduce attrition from psychotherapy (Tryon, 1990), 
and more adequate and comprehensive interviews are associated with 
longer versus shorter first interviews (Vayo, Liton, & Jersell, 1995). 


The Person of the Psychotherapist 


The focus on the tasks of the first interview in this chapter is not meant to 
diminish the importance of the person of the psychotherapist. How the 
therapist enacts tasks is critical in communicating to patients what therapy 
is and is not about. It is fundamental to the development of rapport and a 
therapeutic alliance. The traits, dispositions, and states of the therapist will 
certainly influence the manner in which and the times in which interview 
tasks are performed. These tasks may be thought of as the vehicle used to 
transverse the time and terrain of the first interview; the therapist must still 
plot and correct the course of the journey. Therapist energy, attention, 
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skill, experience, and confidence will influence the quality of the journey as 
well as the destination reached. 

Therapist attitudes or qualities conducive to successful therapy proc- 
esses and outcomes have been discussed in the literature since Freud. The 
reader is referred to Sullivan (1954); Rogers (1951); and Beutler, Machado, 
and Neufeldt (1994) in Bergin and Garfield (1994) for thoughtful discussions. 
The focus here is on the specific brief psychotherapy literature concerning 
useful and productive attitudes of the brief therapist. Flegenheimer (1982) 
suggested that the brief therapist be experienced in the provision of long- 
term therapy to maximize the quick learning of brief therapy models. How- 
ever, he noted, “Ideally, the trainee coming to learn brief therapy should 
have the knowledge and skills acquired from many years of experience with 
long-term therapy while not having become habituated to any of his or her 
own techniques” (Flegenheimer, 1982, p. 14). He also stated, “In some ways 
it is easier to teach brief therapy to a novice in psychotherapy, because he 
or she has much less to unlearn” (Flegenheimer, 1982, p. 15). 


Desirable Brief Therapist Attitudes or Qualities 


The qualities or attitudes that seem most productive for the brief psycho- 
dynamic psychotherapist to possess are summarized as follows. The thera- 
pist should be: 


1. Alert: The therapist is rested, watchful, active, and attentive to the pa- 
tient and the interview process, both overt and covert. 

2. Reflective: The therapist ponders and thinks carefully; does not operate 
on “automatic pilot”; is able to offer a new perspective or view of inter- 
view content or process, or both. 

3. Empathic: The therapist identifies with and understands the feelings 
and communications of the patient. 

4. Respectful: The therapist shows consideration or esteem for the patient 
and offers considerate treatment. 

5. Genuine: The therapist is sincere, honest, and authentic. 

6. Open: The therapist has no barriers obstructing reception of the pa- 
tient’s communications, verbal and nonverbal, explicit and implicit. 

7. Engaged: The therapist actively undertakes the tasks of the interview. 

8. Expectant: The therapist looks forward to the therapeutic work and its 
success as something probable or certain. 


With practice, the brief therapist comes to possess a certain presence 
and poise in the first interview. This is often described by observers as 
calmness, gentle constancy, or “centeredness.” Interestingly, the word poise 
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is defined as “to bring into or hold one’s balance or equilibrium” (Webster’s 
Dictionary and Thesaurus, 1999). In a first interview in which so much is un- 
known and unfamiliar, therapist maintenance of a sense of balance is usu- 
ally perceived as competence by the patient. 


THE FIRST INTERVIEW: AN ABBREVIATED REVIEW 


The first interview of psychotherapy has been the topic of books (Benja- 
min, 1969; Budman, Hoyt, & Friedman, 1992; Craig, 1989; Sullivan, 1954), 
chapters (Matarazzo, 1965; Rudolph et al., 1991; Sanavio, 1998), journal arti- 
cles (Adams, Peircy, & Jurich, 1991; Cornell, 1986; Eisenthal & Lazare, 1976; 
Rudolph et al., 1993; Tryon, 1990), and dissertations and clinical research 
projects (Jenkins, 1982; Kordon, 1995; Leonardi, 1996). A few authors have 
provided older reviews on research and the anatomy of the first interview 
(Matarazzo, 1965, 1978; Wiens & Matarazzo, 1983) and more recent literature 
reports on specific structured interviews linked to the Diagnostic and Statis- 
tical Manual of Mental Disorders (Hersen & Turner, 1994). 

Within this literature, there has been some discussion of phases of the 
first interview (Benjamin, 1969; Craig, 1989; Kanfer & Scheft, 1988; Sullivan, 
1954). Some literature on therapist tasks has also begun to appear (Hill, 1989; 
Ivey, 1971, 1988; Rudolph et al., 1993; Sanavio, 1998). However, thorough study 
of therapist tasks in the initial interview for brief psychotherapy is still lack- 
ing, especially within the brief psychodynamic literature. As psychotherapy 
process research and treatment manuals become increasingly popular, this 
lack will hopefully be addressed. This chapter also adds to the literature. 

Although delineating therapist tasks in the first interview of brief ther- 
apy has not been their particular focus, psychodynamic theorists have writ- 
ten extensively about selection criteria (Horowitz, 1986; Klerman, Weiss- 
man, Rounseville, & Chevron, 1984; Malan, 1976; Sifneos, 1992), setting and 
maintaining the focus (Davanloo, 1980; Sifneos, 1992), therapist activity 
(Bellak, 1984; Bloom, 1997; Davanloo, 1980), attention to therapist—patient in- 
teractions and dynamics (Luborsky, 1984; Sifneos, 1992; Strupp & Binder, 
1984), and creation, maintenance, and repair of the therapeutic alliance 
(Crits-Christoph & Barber, 1991; Luborsky & Mark, 1991; Pinsker, Rosenthal, 
& McCullough, 1991; Sullivan, 1954). 


IDENTIFICATION OF FIRST INTERVIEW 
THERAPIST TASKS 


Psychodynamic brief therapy writers, starting with Alexander and French 
(1946) and leading up to the more recent works of Strupp and Binder (1984); 
Luborsky (1984); Horowitz (1986); Pinsker, Rosenthal, and McCullough 
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TABLE 3.1 
Psychodynamic Therapist Tasks for the First Interview 


Number Brief 
Dynamic Theorists 
Endorsing (N) Task Description 
20 Set a goal or focus 
15 Reformulate presenting problem into central theme 
15 Offer interpretations 
12 Investigate patient relationships 
a. With others 
b. With self 
12 Take a history: Comprehensiveness, or focus varies 
10 Confront negative transference 
9 Establish a safe environment for patient self-disclosure 
6 Assess level of crisis and/or assess patient suitability 
7 Focus on interaction between patient and therapist 
7 Confront defenses 
6 Communicate expectation of hard work 
6 Quantify and define phenomenon 
5 Watch for countertransference 
2 Understand and communicate how symptoms fit into patterns or themes 


Note. Psychodynamic theorists surveyed: Strupp & Binder (1994); Davanloo (1980); Horowitz, 
Bellak, & Small (1965); Pinsker, Rosenthal, & McCullough (1991); Lewin (1970); Pollack, Flegen- 
heimer, & Winston (1991); Klerman et al. (1984); Baker (1991); Bloom (1997); Smith-Benjamin (1991); 
Gustafson (1986); Luborsky (1984); Bauer & Kobos (1987); Malan (1976); Crits-Christoph & Barber 
(1991); Mann (1973); Sifneos (1992); Wolberg (1965); Alexander & French (1942). 


(1991); and Pollack, Flegenheimer, and Winston (1991) were reviewed. The 
review particularly focused on each writer’s recommendations concerning 
tasks in the first interview of brief psychodynamic psychotherapy. Fourteen 
different tasks were identified that were mentioned by at least 2 of the 20 
dynamic psychotherapy writers reviewed. These psychodynamic therapist 
tasks and the writers reviewed are listed in Table 3.1. 

A second literature search was then conducted using PsycINFO and Med- 
line databases to identify scales and measures evaluating therapist tasks in 
clinical interviewing and tasks of the first interview of nondynamic models 
of brief psychotherapy. Nondynamic models were included because so few 
measures were found in the psychodynamic literature. A second list was 
generated from this database. It is noteworthy that only two published 
measures that listed specific tasks for the first interview were located: the 
Assessment Interview Skill Deployment Inventory-Revised (Rudolph et al., 
1998) and the Diagnostic Interview Rating Scale developed by Bogels et al. 
(1995) in the Netherlands. 

A third brief review of the counseling psychology literature for therapist 
tasks produced the work of Ivey (1992), which includes listings of counselor 
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tasks but no particular focus on the first interview; the work of Hill (1989) 
using response modes; and general books on interviewing (Hersen & Van 
Hasselt, 1998), which cover basic processes but identified few specific ther- 
apist tasks. 


A Plethora of Tasks 


Combination of the reviews of these three areas resulted in 346 tasks noted 
by various psychodynamic and nondynamic writers and researchers of 
therapist actions or tasks in the first interview of brief psychotherapy. This 
list was then checked over for redundancies, commonalities, and unique- 
ness and a refined list of 173 tasks recommended by both nondynamic and 
dynamic brief theorists was generated. The 173 tasks were sorted into six 
categories, five of which were previously used to assess tasks of therapists 
in training during initial interviews (Rudolph et al., 1998). The previous cate- 
gories used were structuring tasks, facilitation of patient participation and 
disclosure tasks, collect data and pursue inquiry tasks, professional con- 
duct tasks, and alliance-building tasks (Rudolph et al., 1991). A sixth cate- 
gory, focusing tasks, was added to reflect the specific category of clarifying 
a specific goal or objective for the subsequent therapy. This six-category 
system had no category that had less than 20 tasks within it and alliance 
building and focusing categories had the most tasks with 38 and 41 tasks, 
respectively. Sorting the tasks identified in the first interview brief therapy 
literature into these categories was difficult and readers may contact me if 
they would like a copy of the categories. The sorting process primarily 
helped me in refining the initial listing of first-interview tasks to reduce re- 
dundancies and served as a handy organizer for reflection. 

Comparison of the brief dynamic tasks listed in the parsimonious Table 
3.1 with the plethora of cross-theory categorized tasks was an interesting 
endeavor. Due to space limitations, I only note a few points here. Struc- 
turing tasks appear to be less emphasized within the dynamic task listing 
than in cross-theory task listing, whereas alliance-building qualities are im- 
plied in many of the dynamic tasks. Focusing tasks appear very important 
in both listings. Furthermore, the six-category system is consistent with dy- 
namic tasks, although the application to dynamic tasks seems less useful 
due to the shorter list of tasks. 


A Revised Approach to Therapeutic Tasks: 
Therapeutic Clusters 


The category system of sorted tasks seemed unsatisfactory for the pur- 
poses of this chapter because it was developed to evaluate graduate psy- 
chology trainee actions in first interviews conducted at various practicum 
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sites using all types of therapy approaches and with no distinction between 
long- and short-term formats. After repeated review of these tasks and their 
categorization, I re-sorted them into new categories referred to as clusters. 
I propose these clusters represent therapeutic events in the first interview 
of brief psychotherapy. This new clustering of the first-interview tasks takes 
into account the developmental processes that occur in the first interview 
of brief therapy. The first task cluster is called set the stage and structure the 
interview, the second is initially engage the patient in participation and prob- 
lem disclosure, the third is deepen exploration and emotional expression, the 
fourth is reflection and naming, and the fifth is called clarify and test the focus. 
A cluster named forge a therapeutic alliance appeared to be a “megatask” in 
that just about every therapist task could fit into this cluster as well as into 
one of the five others. 

It seemed logical to conceptualize forge a therapeutic alliance as a 
megafactor for several reasons. Since Borden (1979), the alliance has been 
conceptualized as containing three aspects: the bond, the goals, and the 
tasks. Also, if there is to be a second therapy interview, then beginning cre- 
ation of a working alliance as a result of the first interview would seem 
highly important, if not essential. Furthermore, if one of the goals of the first 
interview for psychotherapy is to create a safe and trustworthy sanctuary 
then forging an alliance between patient and therapist cannot be separated 
from this outcome. Likewise, as patients interact with the brief therapist in 
the first interview, they begin to use new or underutilized relationship skills 
that, ipso facto, contribute to the therapeutic alliance. Aside from these 
practical considerations, the rationale was supported by ubiquity of the 
therapeutic alliance as a fundamental concept in all forms of psychotherapy 
(Borden, 1979) and research findings that strength of the therapeutic alliance 
consistently predicts therapy outcome (Horvath & Greenberg, 1994). The six 
proposed therapeutic task clusters of the first interview of brief psychother- 
apy and their approximate sequence are depicted in Fig. 3.1. The sixth 
megafactor, forge a therapeutic alliance, is set off to the side in the figure. 

The first cluster, set the stage and structure the interview, would include 
such dynamic tasks from Table 3.1 as establish a safe environment for pa- 
tient self-disclosure and assess level of crisis and/or assess patient suitabil- 
ity. Initially engage the patient in participation and problem disclosure would 
include such dynamic tasks as investigate patient relationships and take a 
history. Deepen exploration and emotional expression includes the dynamic 
tasks of quantify and define phenomenon and focus on interaction between 
patient and therapist, whereas reflection and naming includes such dynamic 
tasks as confront defenses, offer interpretations, and understand and com- 
municate how symptoms fit into patterns or themes. Clarify and test the fo- 
cus involves such dynamic tasks as set a goal, reformulate presenting prob- 
lems into a central theme, and confront negative transference. 
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FIG. 3.1. First interview task clusters and Forging a Therapeutic Alliance 
megafactor. 


Elaboration of the Proposed Six Task Clusters 


To further describe this model of the first interview for brief therapy, each 
therapeutic cluster is individually defined and representative tasks for each 
cluster are listed. I begin with the beginning. 


Setting the Stage and Structuring the Interview. The therapeutic clus- 
ter setting the stage and structuring the interview is defined as those tasks the 
therapist utilizes to orient the patient to the interview purposes, limita- 
tions, and processes. Therapists’ tasks to manage transitions, interruptions, 
disclosures, and passage of interview time are also included within this 
cluster. Therapists’ tasks having to do with discussion of various contextual 
influences on the interview such as agency policies, referral questions, in- 
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surance coverage, and any cultural or lifestyle differences between thera- 
pist and patient also fit into this cluster. 

A representative sampling of therapist tasks contributing to this cluster 
includes the following: 


e The therapist discusses the purpose(s) of the interview. 
e The therapist communicates confidentiality and limits to it. 


e The therapist provides a safe and ample environment for patient disclo- 
sure. 


e The therapist smoothly handles changing from one topic to another. 

e The therapist actively encourages patient communication. 

e The therapist encourages discussion of any cultural and lifestyle differ- 
ences between patient and therapist. 


e The therapist alerts the patient to time passage and the impending end 
of the interview. 


e The therapist forecasts efforts required for successful therapeutic work. 
e The therapist summarizes the content or process of the interview. 

e The therapist arranges for further therapeutic contact with the patient. 
e The therapist closes the interview and manages leave taking. 


The tasks within this factor are therapeutic because they convey to the 
patient that the therapist is knowledgeable and comfortable in conducting 
therapeutic work and establishing an initial therapeutic relationship. These 
tasks also create the framework within which the therapeutic work may be 
carried out. The structure reduces patient anxiety and communicates to the 
patient the therapist’s competence and confidence. Research on the impor- 
tance of the patient’s perception of the therapist as competent is abundant 
(Sloan, Staples, Cristol, Yorkston, & Whipple, 1975; Strupp, Fox, & Lessler, 
1969). 


Initial Engagement of the Patient and Disclosure of Problems. This 
cluster refers to therapist tasks that help the patient begin to actively par- 
ticipate in the first-interview process and facilitate initial patient disclo- 
sures about problems. Tasks incorporated within this factor typically occur 
at the beginning of the first interview, usually right after the therapist has 
set the stage and oriented the patient to interview purposes and limita- 
tions. Therapist tasks involving both initial open-ended and closed ques- 
tions also belong here. 

A representative sampling of therapist tasks for this cluster include the 
following: 


e Therapist inquires as to the reason the patient sought help at this time. 
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e Therapist inquires into the patient’s presenting problem. 

e Therapist responds with empathy to patient disclosures. 

e Therapist uses paraphrase to assure accurate understanding and con- 
vey careful attending. 

e Therapist conveys warmth, acceptance, and support as patient dis- 
closes. 

e Therapist attempts a variety of approaches to engage the reticent pa- 
tient. 

e Therapist encourages patient to elaborate on important material. 

e Therapist invites patient reactions to initiating and orienting phase of 
interview. 

e Therapist encourages patient to take initiative in the first phase of the 
interview. 


It is hypothesized that this category of therapist tasks is therapeutic be- 
cause it directly involves initial facilitation of patient participation in the in- 
terview process. High patient engagement or involvement in psychother- 
apy has been linked to positive treatment outcomes (Strupp, 1973; Orlinsky 
& Howard, 1986). In addition, these therapist tasks make a metacommuni- 
cation to the patient. They implicitly convey the message, “You have valu- 
able information to offer in our work and you must actively participate in 
the interview for our work to be successful.” These therapist tasks help the 
patient understand his or her essential role in the therapy and facilitate and 
reward the patient’s initial enactment of it. The reduction of ambiguity for 
the patient that these therapy tasks engender is probably also therapeutic 
and “remoralizing.” Tryon (1986) developed a system to measure patient 
engagement and has linked it to patients staying in therapy for more than 
10 sessions. This task cluster directly relates to facilitating patient engage- 
ment, which reduces attrition and enhances therapy success. 


Deepen Exploration and Emotional Expression. Brief psychodynamic 
theorists all emphasize the importance of therapist facilitation of patient ex- 
ploration of material and helpful expression of emotions. This therapeutic 
cluster is defined here as the category of therapist actions or tasks that 
prompts and subsequently promotes the patient to discuss material to a de- 
gree and in a manner that allows examination of it more extensively and 
with more attention to patient emotional experience than is typical in “nor- 
mal” social interactions. These therapist tasks are more advanced than 
those used in the previous cluster because they involve discerning which 
patient material to further pursue, when, and in what manner. 

Representative therapist tasks included within this cluster are the fol- 
lowing: 
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e The therapist asks about the patient’s feelings and states of mind. 

e The therapist asks the patient to discuss important relationships in his 
or her life. 

e The therapist communicates observation of patient behavior and in- 
quires into its meaning. 

e The therapist inquires into the patient’s feelings and thoughts about the 
therapist in the interview. 

e The therapist asks the patient to discuss his or her thoughts and feel- 
ings about the interview process. 


e The therapist inquires into patient dreams, wishes, and fears. 

e The therapist asks the patient to report his or her earliest memory. 

e The therapist pursues important material and encourages the patient to 
elaborate. 

e The therapist asks the patient to think about how she or he evaluates or 
regards himself or herself. 

e The therapist promotes discussion of the patient’s needs from the pa- 
tient’s perspective. 

e The therapist inquires into the way the patient relates to himself or her- 
self and to patient self-appraisal and self-talk. 

e The therapist inquires into change points in the patient’s life. 


These tasks are therapeutic precisely because they engage the patient in 
disclosure and discussion at a level and in a manner that is not usual in so- 
cial exchanges. Thus, patients have an opportunity to experience the mate- 
rial in a new way, which may facilitate alterations in perceptions and mean- 
ings and leads to the fourth cluster of tasks described next. 


Reflection and Naming. The therapeutic cluster of reflection and nam- 
ing is consistently emphasized by brief psychodynamic writers (Davanloo, 
1978; Luborsky, 1984). Most dynamic writers address the specific therapist 
task of therapist-offered interpretations. However, there are a wide range of 
therapist tasks within this category that contribute to the strength and in- 
fluence of this therapeutic factor. This task cluster refers to therapist ac- 
tions or tasks that cast a new or different perspective on patient presented 
material. Some representative therapist tasks within this cluster are listed 
following: 


e The therapist offers an interpretation of patient material. 


e The therapist offers a process observation of patient interview behavior 
and links it to patient difficulties. 
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e The therapist links past events or relationships to current ones in pa- 
tient’s life. 

e The therapist names a feeling implicit in a patient communication but 
not made explicit by the patient. 

e The therapist observes a pattern in the patient’s interpersonal relation- 
ships and communicates this observation to the patient. 

e The therapist repeats an expression of the patient’s, giving different em- 
phasis to the phrasing. 

e The therapist links a patient reaction to the therapist with patient reac- 
tions to other significant people in the patient’s present or past. 

e The therapist examines the interaction between the patient and the 
therapist in the here and now of the session and does this out loud. 

e The therapist “confronts” a patient’s defense (names the patient behav- 
ior as defensive and communicates the negative consequences of the 
defense for patient progress). 

e The therapist educates or advises a patient about a condition, treat- 
ment, process, or risk. 


This cluster of tasks has long been considered therapeutic because it in- 
volves the patient in perceiving his or her experience in a different way. 
This experience sometimes facilitates patient motivation for behavior 
change as well as shifts in feeling states. Many brief therapists use tasks 
within this cluster as trial therapy to determine patient suitability. 


Clarify and Test the Focus. This therapeutic process or category of 
therapist tasks has always been associated with brief psychotherapy, psy- 
chodynamic and otherwise (Bloom, 1997; Flegenheimer, 1982). It is defined 
here as the category of tasks in which the therapist clearly communicates a 
goal, objective, focal theme, conflict, or behavior change in an interper- 
sonal pattern as the aim of the therapeutic work and therapist tasks to seek 
patient agreement on and commitment to the focus or goal in the subse- 
quent therapy. Some representative therapist tasks within this therapeutic 
factor are the following: 


e The therapist explicitly suggests a focal conflict as the object of thera- 
peutic work. 

e The therapist suggests amelioration of a difficulty or problem in the pa- 
tient’s life as the focus or objective of the subsequent therapy. 

e The therapist suggests a patient’s maladaptive pattern as the focus for 
therapy. 
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e The therapist suggests a core conflictual relationship theme as the fo- 
cus for therapy. 


e The therapist suggests an oedipal conflict or derivative as the focus of 
therapy. 

e The therapist paraphrases the patient’s goal for therapy such that it is 
more clear, measurable, and motivating. 

e The therapist suggests a symptom to lessen or eliminate as the focus of 
therapy work. 

e The therapist specifically asks the patient if he or she is committed to 
working on the focal area. Or conversely, the therapist inquires into 
doubts the patient may have about the focus of the subsequent therapy. 

e The therapist inquires into what will be different as a result of therapy. 


e The therapist inquires into how the patient’s life would be if the prob- 
lem miraculously disappeared. 


Forge a Therapeutic Alliance: The Megafactor Cluster. Many reviews 
of measures of the therapeutic alliance report a positive correlation be- 
tween high alliance scores and positive therapy outcomes (Crits-Chris- 
toph, 1991; Luborsky, 1984; Marmar, 1990). Forging a therapeutic alliance 
is important for all forms of therapy (Borden, 1979). For my purposes, this 
category of therapist tasks refers to all deliberate therapist tasks that 
create or foster a collaborative partnership between patient and therapist, 
one in which the efforts of both partners are acknowledged and balanced. 
Therefore, therapist tasks within this category also include therapist ac- 
tions to encourage and acknowledge patient initiative and contributions 
to the work. 

Every therapist task in the first interview has the potential of facilitating 
to the development of an alliance. Indeed, even actions not intended to be 
therapeutic may effect alliance development in the first interview. This is so 
because in the first interview both participants are creating first impres- 
sions that can be particularly potent for patients who are unfamiliar with 
professional helpers, therapeutic relationships, and therapeutic collabora- 
tion. The therapist knows, in general terms, what to expect in a first inter- 
view; the patient typically does not. The patient can also often approach 
the interview with heightened anxiety. In effect, the patient is being social- 
ized into the role of therapy patient or participant in what is often a highly 
charged and novel situation. For some patients these circumstances may 
make the lessons learned more potent. Even when the patient is not espe- 
cially sensitive to such learning, he or she is learning nonetheless how his 
or her participation interacts with the actions of this particular therapist. 
This initial learning sometimes becomes the template for subsequent joint 
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therapeutic effort. Some representative therapist tasks in this far-ranging 
and critical cluster include the following: 


e The therapist addresses the patient by his or her name. 

e The therapist uses the word we and refers to the joint, mutual effort of 
both patient and therapist. 

e The therapist responds empathically to the patient’s fears, anxieties, 
and hesitancies. 

e The therapist attends to the patient. 

e The therapist acknowledges the patient’s feelings. 

e The therapist accurately paraphrases the patient’s material. 

e The therapist asks the patient for feedback on the interview process. 

e The therapist gives information the patient needs to proceed therapeu- 
tically. 

e The therapist forecasts the work the two will do together in subsequent 
therapy. 

e The therapist communicates how she or he can be contacted and the 
procedures for setting and canceling appointments. 


e The therapist invites questions of the patient. 


If adequate time is allotted for the first interview of brief therapy, the 
proposed six therapeutic events should occur. Adequate performance of 
tasks in each of the six clusters should be correlated with successful first in- 
terviews and development of an initial working alliance for the subsequent 
therapy. Obviously there are some limits to this proposed correlation. 
These include, for example, that the interview is conducted by a moder- 
ately well trained brief psychotherapist who is working with an adult pa- 
tient who is not psychotic, able to communicate in the same language as 
the therapist, and seeking help volitionally. 


INTERACTION OF THERAPEUTIC CLUSTERS 
AND PATIENT CONTRIBUTIONS 


The sequencing of the task clusters is much less fixed than the ordering in 
Fig. 3.1 implies. Everything affects everything else in a first interview. Pa- 
tients greatly influence the processes and outcomes of first interviews as 
they do psychotherapy as a whole. How much initiative the patients exert 
and the quality and type of their contributions naturally influence the thera- 
pist’s tasks and the sequence of their occurrence. Likewise, therapists may 
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elect to perform certain tasks in a different sequence. Although no single 
therapist task is consistently linked with positive interview outcomes, clus- 
ters of tasks, as suggested previously, may comprise therapeutic factors or 
therapeutic events in the first interview. These first interview therapeutic 
events may set the tone for the subsequent treatment and may sometimes 
forecast treatment outcome (Rudolph et al., 1993). The occurrence of these 
clusters in a first therapeutic interview would certainly be consistent with 
the finding that typically successful patients experience beginning therapy 
as remoralizing (Frank, 1973). 


Phases of the First Interview 


As for the idea of phases existing in first interviews, there is more theory 
than research supporting this idea (Benjamin, 1969; Craig, 1989; Kanfer & 
Scheft, 1988; Rogers, 1951; Sullivan, 1954). However, Schneider (1991) did 
find evidence of phasing of therapist response modes in first interviews of 
brief collaborative therapy (Rudolph, 1996). Schneider’s findings, using a 
variation of Hill’s (1989) therapist response modes system, identified that 
certain response modes predominated in three phases of the first inter- 
view, which Schneider (1991) simply called beginning, middle, and end. 

When the proposed six therapeutic clusters described in this chapter 
are related to the beginning, middle, and end phases of the first interview, 
the phases can be labeled Phase I, orienting and initiating; Phase Il, jointly 
working to understand; and Phase III, clarifying, contracting, and closing. In- 
deed, when two audiotapes and transcripts of brief therapy first interviews 
I conducted over 15 years ago were reviewed, the clusters seemed to ac- 
count for all therapist tasks in these first interviews and there was a pre- 
dominance of certain tasks and clusters over the three phases of the first 
interviews. 

In the orienting and initiating phase (the first phase), two categories of 
tasks predominated: setting the stage and structuring the interview and ini- 
tially engaging the patient in participation and problem disclosure. In the 
second phase, working to understand, exploring and emotional expression, 
reflection and naming, and forging an alliance categories predominated. In 
the final phase, clarifying, contracting, and closing, clarifying and testing 
the focus and structuring and setting the stage categories were most preva- 
lent. A graphic presentation of the therapeutic clusters and interview 
phases is offered in Fig. 3.2. The limited research suggests the first phase is 
usually longer than the final phase but not nearly as long as the second 
phase (Schneider, 1991). Typically the longest portion of the interview is 
the second phase, jointly working to understand. 

In this chapter, definitions of the five therapeutic clusters and the mega- 
cluster of forging an alliance have been offered and some sample therapist 
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FIG. 3.2. Three phases of first interview encompassing the six task clusters. 


tasks for each have been listed. As points of comparison, readers may wish 
to review the items listed in various measures of therapeutic alliance 
(Greenberg & Pinsof, 1986) or refer to measures of first interview therapist 
skills (Bogels et al., 1995; Rudolph et al., 1998). 

This organization of therapist tasks into therapeutic clusters is one sys- 
tem and other terms or perhaps even categories are available to capture 
the initial interview process. For example, Bauer and Kobos (1987) noted 
four main therapist conceptual tasks in their summary of dynamic theo- 
rists: understand the patient’s presenting problem, assess the level of cri- 
sis, understand the genetic development of the patient’s difficulties, and 
gain a sense of the patient’s current life situation and past history. Sifneos 
(1992) listed five main tasks: assess the presenting problem, obtain a sys- 
tematic developmental history, use the appropriate selection criteria, for- 
mulate a specific dynamic focus for the psychotherapy, and obtain an 
agreement from the patient to work cooperatively with the therapist to re- 
solve the underlying emotional conflicts. Craig (1989) listed 11 therapist 
techniques used in diagnostic and clinical interviewing but did not catego- 
rize them. However, these authors did not specifically utilize a task-analysis 
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approach when creating their task categories. The clusters proposed here 
are based on such an approach and appear to have heuristic and research 
value. Three phases of the first interview for brief therapy have also been 
labeled and the meager research supporting phases and how they relate to 
clusters has been discussed. 


CONCLUSION 


This chapter has attempted to identify first-interview tasks that psycho- 
dynamic and brief therapy writers of various theoretical orientations have 
noted in their published work. However, it must be recognized that what 
therapists say they do in interviews and what they actually do is not neces- 
sarily the same. The increase in therapy manuals and frequent supervision 
for adherence to the manuals in psychotherapy research studies attest to 
this fact. To verify that the tasks described in the brief therapy literature 
are actually the tasks that occur in first interviews, one must record first in- 
terviews, transcribe them, and carefully and systematically rate the tasks 
that are actually carried out. This is very labor intensive, unglamorous re- 
search. I wish we did more of it. 

Having said that, I assert that the tasks identified in this chapter are im- 
portant for the first interview of brief psychodynamic psychotherapy. The 
mere fact that so many brief therapy writers, psychodynamic and other- 
wise, have written about them lends some credence to their first-interview 
strength and value. Furthermore, I believe that clusters of tasks, if suffi- 
ciently present in the first interview, lead to positive interview outcomes. 
Obviously, detailed study of first interviews is needed to investigate this 
claim. 

A promising strategy might be to compare first-interview tasks of experi- 
enced or expert therapists with novice or less experienced brief therapists. 
One might expect that expert brief therapists would be more proficient at 
moving through the sequence of therapist tasks and in deviating from it to 
best engage a particular patient than less experienced therapists. It may 
also be that expert therapists are particularly adept at capitalizing on tasks 
that contribute to multiple therapeutic clusters at once. By comparing ex- 
pert and novice therapists in the first interview, one could not only study 
the tasks performed but also the processes of therapist task performance 
as well. Such task-analysis research may generate other tasks and clusters 
that are more valid or useful. Certainly, as new therapies develop and as 
new patient populations are served, other tasks may be identified. 

What is clear from the review conducted here is that there are a very 
large number of first-interview tasks that the brief therapist needs to ac- 
complish. The novice brief therapist need not be set adrift on an uncharted 
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course of abbreviated therapeutic work. The challenge, rather, is selecting 
which tasks best fit the patient’s needs, the training site’s mission, and de- 
velopment of trainee skills. By considering the framework of six therapeutic 
clusters suggested here, as well as the three first interview phases, trainers 
and trainees may be able to focus their efforts so that all parties enhance 
their outcomes. 

Although this chapter has focused on the what of the first interview, the 
how or the way in which therapist tasks are enacted cannot be ignored. 
Likewise, the critical role of the patient and patient task performance in the 
first interview must be acknowledged. Each patient brings unique strengths 
and weaknesses to the first visit. These patient qualities act as parameters 
within which the therapist must operate. However, if we conduct ourselves in 
this first interview with respect and compassion for the patient, an open 
mind, and responsive, culturally sensitive behavior, then we have a human 
encounter that will likely lead to reflection and growth for both participants. 
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In this chapter, we provide an overview of two patient characteristics and 
their assessment. The characteristics are representative of important ca- 
pacities for engaging successfully in short-term dynamic psychotherapy 
(STDP). Psychological mindedness (PM) is a personality trait associated with 
the patient’s capacity to make productive use of the “language” of therapy, 
that is, to understand and apply the therapist’s interventions to the process 
of resolving personal problems. Quality of object relations (QOR) represents 
a more global personality style associated with the capacity to establish 
and maintain relationships based on mutuality and autonomy, that is, to es- 
tablish and maintain a collaborative relationship with the therapist that can 
allow for the therapy process to occur. The variables derived from PM and 
QOR assessments have demonstrated empirical relations with measures of 
the process and outcome of STDP. The assessment procedures also have 
utility regarding the selection of patients and the prediction of therapy 
process developments over the course of STDP treatment. The two meas- 
ures, PM and QOR, are presented in turn. In each section, a representative 
case is used to demonstrate the features of each assessment and their im- 
plications for the treatment process. 


PSYCHOLOGICAL MINDEDNESS 


Geneviève presented at our Psychiatric Treatment Clinic requesting ther- 
apy to address her loneliness and depression. She believed that the root of 
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her unhappiness lay in her failure to form an enduring intimate relationship 
with a man. She stated that she wanted such a relationship “more than any- 
thing else in the world.” Approaching age 35, she was fearful that she would 
also never have a child. Geneviéve appeared attractive, bright, and engag- 
ing. Attempting to understand the root of her unhappiness, the intake clini- 
cian explored Geneviéve’s history of relationships, including the family 
history. The history revealed a consistent, lifelong pattern. Each time 
Geneviéve had become close to anyone, she eventually wound up feeling 
hurt, unappreciated, and betrayed. Those who betrayed her included her 
parents, school friends, boyfriends, and work colleagues. Her sense of be- 
trayal was heightened by her own tendency to be protective of everyone, 
beginning with her parents and including her most recent boyfriend. 

The intake clinician hypothesized that although Geneviéve’s stated and 
conscious desire was to establish an enduring relationship with a man, on 
an unconscious level she was probably fearful that a relationship would 
only bring more hurt and disappointment. Her recent relationships with 
men suggested that an unconscious compromise to the conflict between 
her wish for and her fear of a relationship had been established. In other 
words, Geneviéve unconsciously behaved in such a way that her wish was 
partially met and her fear was not stimulated sufficiently to reach con- 
scious awareness. Specifically, Geneviéve’s recent boyfriends included men 
who were married, living in another city, or otherwise unavailable. The cli- 
nician interpreted to Geneviéve that she had chosen men who could be 
kept at arm’s length, that is, with whom she would never become com- 
pletely vulnerable. In this way, she enjoyed certain aspects of the relation- 
ship while simultaneously avoiding the potential for pain if she were to sur- 
render to a truly intimate relationship with an emotionally and physically 
available partner. The clinician also interpreted that although Geneviéve 
was lonely and depressed, she was also “safe.” 

The intake clinician debated whether to offer Geneviéve a contract of 
STDP and whether the approach should be primarily supportive or inter- 
pretive. To benefit from therapy, Geneviéve needed to be receptive to the 
links between her loneliness and depression and the unconscious process 
hypothesized in the clinician’s formulation. Such receptivity has been called 
psychological mindedness (Bloch, 1979; Tyson & Sandler, 1971). According 
to Silver (1983), the capacity for psychological mindedness includes 


The patient’s desire to learn the possible meanings and causes of his internal 
and external experiences as well as the patient’s ability to look inwards to psy- 
chical factors rather than only outwards to environmental factors ... [and] to 
potentially conceptualize the relationship between thoughts, feelings, and ac- 
tions. (p. 516) 


Psychological mindedness (PM) is commonly regarded as a desirable at- 
tribute of patients being considered for any psychodynamically oriented 
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psychotherapy (e.g., Malan, 1976). The psychologically minded patient 
shares a commonality with the therapist, that is, they “speak the same lan- 
guage.” The psychoanalytic assumptions regarding human behavior and 
psychopathology form the conceptual template for the therapist’s interven- 
tions. The psychologically minded patient is held to tacitly employ these 
same assumptions and is therefore believed to benefit from dynamic ther- 
apy by being better able to assimilate and work with the therapist’s inter- 
pretations. It is also believed that these patients are able to formulate un- 
derstandings of their own dynamics between and beyond therapy sessions. 
The therapist could predict Geneviéve’s likely response in STDP if her level 
of PM could be determined. 


THE PSYCHOLOGICAL MINDEDNESS 
ASSESSMENT PROCEDURE (PMAP): 
CONCEPTUAL BACKGROUND 


The initial development of the PMAP occurred at McGill University in the 
early 1980s (McCallum & Piper, 1987). At that time there were few studies 
that attempted to operationalize PM and investigate its relation with ther- 
apy process and outcome (e.g., Kernberg et al., 1972). The results of the 
studies that did exist were inconsistent and inconclusive. The paucity of the 
research seemed to reflect ambiguities associated with the definition and 
measurement of PM. 

The term, psychological mindedness, is used interchangeably with a 
multitude of concepts, for example, insight (Tolor & Reznikoff, 1960), intro- 
spection, and self-awareness (Marini & Case, 1994). It has also been associ- 
ated with other constructs such as alexithymia (Taylor, 1984), personal 
intelligence (Park, Imboden, Park, Hulse, & Unger, 1992), and private self- 
consciousness (Fenigstein, Scheier, & Buss, 1975). The nature of the con- 
struct of psychological mindedness has been represented as an ability, an 
interest, and a motive. Finally, approaches to its measurement have in- 
volved questionnaires, clinical appraisals (e.g., response to trial interpreta- 
tions), and the combination of scores from measures of associated vari- 
ables (see McCallum & Piper, 1997b). Each approach is associated with 
problems, that is, conceptual overlap with other constructs, rater infer- 
ence, and indirect measurement. 

Informed by previous attempts, we committed ourselves to constructing a 
reliable and valid measure of PM. Toward that end, we first identified the ba- 
sic assumptions associated with psychoanalytic theory that would serve as 
guiding principles for development of the measure. That approach was con- 
sistent with our operational definition of PM: the ability to identify dynamic 
(intrapsychic) components and to relate them to a person’s difficulties. 
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Psychoanalytic theory is represented by various schools of thought. De- 
spite the differences and debates among these schools, all psychody- 
namically oriented psychotherapists share basic assumptions about human 
behavior and psychopathology (Eagle, 1984). As stated previously, these as- 
sumptions guide the language of therapy in that they form the conceptual 
template for the therapist’s interpretations. With the incorporation of these 
assumptions into our measurement of PM, we believed that the patient’s ca- 
pacity to speak the same language in therapy could be accurately predicted. 

The first assumption of psychoanalytic theory is psychic determinism, 
that is, all problems are believed to be determined—at least to some ex- 
tent—by unconscious processes. The second assumption is that unconscious 
motives or their derivatives press for fulfillment. These motives include 
wishes, needs, wants, or impulses. Freud’s drive theory referred collec- 
tively to these unconscious motives as the id. In contrast to drive theory, 
object relations theorists argue that attachment or relationship is the quin- 
tessential need of humans. Stated another way, whereas Freud might have 
argued that infants form an attachment to their mother to procure food, ob- 
ject relations theorists argue that even when amply nourished infants de- 
prived of a caretaker’s affection and physical contact fail to thrive and often 
die (Freud, 1923/1961, 1926/1959). 

Regardless of how one conceptualizes motives, dynamic therapists agree 
that inevitably some needs come into conflict with the frustrating or non- 
gratifying aspects of external reality or their internalized representation. 
Freud referred to these internalized societal rules and prohibitions as the 
superego. The proscriptions of the superego are made manifest as the expe- 
rience of anxiety or fear. Object relations theorists describe this counter- 
force in terms of the internalization or introjection of previous relationship 
patterns, which may manifest as fears of abandonment or engulfment. 
When these two conflictual forces (i.e., need and fear) collide, it is theorized 
that the resulting intrapsychic conflict creates a tension that pushes for res- 
olution. The third assumption of psychoanalytic theory is the ubiquitous 
presence of intrapsychic conflict. 

To resolve this conflict, the (ego) defense mechanisms are mobilized. A 
defensive compromise allows partial expression of the impermissible wish 
at the same time that anxiety is alleviated. The fourth assumption of psy- 
choanalytic theory states that conflictual impulses are permitted expression 
only in a distorted or diminished form after being filtered through self-protective 
or defensive mechanisms. Since Freud’s earliest writings, several individual 
defense mechanisms have been conceptualized. Vaillant (1977) developed a 
hierarchy to categorize the various defense mechanisms. The hierarchy 
ranges from mature defenses (e.g., humor, altruism, sublimation) through 
intermediate defenses (e.g., displacement, reaction formation, intellectual- 
ization) to immature defenses (e.g., projection, denial, acting out). Contem- 
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porary theorists have made an invaluable contribution to clinical work by 
identifying defense mechanisms exhibited by patients with more primitive 
personality structures such as borderline or narcissistic disorders (Kohut, 
1971). The more primitive defense mechanisms include splitting and projec- 
tive identification. Notwithstanding the relative maturity of some defense 
mechanisms, all defenses are conceptualized as being only partially suc- 
cessful in providing a solution to an intrapsychic conflict. Hence, the per- 
son remains disturbed in some way by the conflict; this residual distur- 
bance is manifested in either psychiatric symptomatology such as 
depression or in interpersonal psychopathology such as loneliness. 


PMAP: SCALE DESCRIPTION 


These four assumptions became the anchors for our psychological minded- 
ness scale. The more a person’s understanding of human psychopathology 
reflects these four assumptions, the more psychologically minded he or she 
is deemed to be. Following this conceptual development, we constructed a 
standardized stimulus to test a person’s understanding of human psycho- 
pathology. The test stimulus consisted of two simulated patient-therapist in- 
teractions, which were scripted and videotaped. The use of videotape re- 
flected our goal of assessing PM in a manner that reflected the preferences of 
contemporary society. We also wanted to insure that the assessment of PM 
was not confounded with the subjects’ educational level and intelligence. 
Specifically, we did not want to bias the performance of those individuals, es- 
pecially those with limited formal education, who were often astute about the 
dynamics of other people but apprehensive about forms or testing. 

Each scenario involves an actress patient describing a recent event to 
her therapist. The event in the first scenario is seeing her ex-husband in a 
store buying a piece of jewelry. The event in the second scenario is an argu- 
ment with her new boyfriend about his alleged flirtatiousness with a wait- 
ress. The scenarios include verbalizations reflecting dynamic components 
(e.g., conflictual wishes and fears, defensive maneuvers) and links between 
internal and external events (e.g., links between cognitions, affects, and be- 
havior). After viewing each interaction, the tape is stopped and the person 
being assessed is asked, “What seems to be troubling this woman?” The 
scenario is then replayed (to eliminate possible confounding due to mem- 
ory differences across respondents) and the person is allowed to elaborate 
on his or her initial answer. 

The PMAP differentiates nine levels of psychological mindedness. Table 
4.1 presents the nine levels of the PM dimension and the associated criteria 
for evaluating the responses of the subject. The person’s responses are 
scored according to how well they reflect the four basic assumptions of 
psychodynamic theory. 
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TABLE 4.1 
The Nine Levels of Psychological Mindedness 


Level Description 

IX The subject recognizes that despite the use of defenses, the patient remains dis- 
turbed by a conflict. 

VIII The subject recognizes that the patient uses defenses to deal with a conflict. 

VII The subject identifies a causal link in which tension (fear, anxiety) motivates an 
expression. 

VI The subject identifies a causal link in which a conflict generates an expression 
(an affect, behavior, or cognition). 

V The subject identifies conflictual components of the patient’s experience. 

IV The subject recognizes that the motivating force is largely or totally out of the 
patient’s awareness or is unconscious. 

Il The subject identifies a causal link between an internal experience of the patient 
and its resultant expression. 

II The subject recognizes the driving force of an internal experience of the patient. 

I The subject identifies a specific internal experience of the patient. 


The criteria for Levels I through III are based on the assumption of psy- 
chic determinism. For example, the statement, “Her loneliness is making 
her feel depressed” meets Level III criteria by clearly attributing the depres- 
sion to the internal state of loneliness. Level IV criteria require an under- 
standing of unconscious influences. The criteria for Level V, the midpoint of 
the scale, correspond to the recognition of ambivalence or conflict. An ex- 
ample of a response meriting a Level V rating is, “Well, she wants to be with 
her husband again, but at the same time she’s very angry with him.” The 
criteria for Levels VI and VII reflect the assumption that a conflict generates 
tension and motivates attempts at resolution. These attempts are, however, 
seen to be only partially successful. The assumption regarding the use of 
defense mechanisms to deal with conflict are reflected in the criteria for 
Levels VIII and IX. An example of a Level IX rating is, “That’s sour grapes to 
say she’s ‘really better off without him’; I think she really feels that she’d be 
a lot happier with him.” The scoring process results in a single index of psy- 
chological mindedness ranging from 1 (low) to 9 (high). The videotape and 
manual for application of the scoring criteria became the PMAP (McCallum 
& Piper, 1987, 1990b, 1996, 1997a). 


GENEVIEVE’S PM SCORE AND RESPONSE 
TO THERAPY 


As a precursor to Geneviéve beginning therapy, the intake clinician re- 
ferred her to the assessment team. She was administered the PMAP. The 
following was her response to the first scenario, the one in which the ac- 


4. PSYCHOLOGICAL MINDEDNESS AND OBJECT RELATIONS 75 


tress-patient recounts seeing her ex-husband in a store buying a piece of 
jewelry. 


She hasn’t resolved how the relationship ended; she has some very positive 
and some very negative thoughts. She seems to get some of her identity from 
the relationship, the daydream she recounts is of a wonderful occasion. That 
shows that that’s where she gets her happiness. That’s why she wants him 
back, so she’ll get her identity back, know who she is. She then snaps out of it, 
back to reality. She realizes that he was more abusive, not as kind as she’d 
like to pretend. But she’s also not willing to allow herself to feel those feelings. 
She’s trying to distance herself from him emotionally, just as she tried to do 
so physically in the store. I don’t know that she’s sure of how she’s supposed 
to feel about how the situation ended. So, deliberately, she’s kept it all inside, 
and has been running from it. She doesn’t trust her feelings; her instinct was 
to run from what appears to be a normal encounter but she didn’t follow the 
instinct, afraid that it wasn’t the right instinct, afraid of her own instincts— 
both to want him and to run from him. 


Geneviéve obtained the highest possible PM score (9) for this response. Of 
note was Geneviéve’s ability to identify a number of the defensive maneu- 
vers employed by the actress-patient on the videotape. Specifically, 
Geneviéve noted that although the daydream brought the patient happi- 
ness, it was unrealistic and defensive: “She then snaps out of it, back to real- 
ity. She realizes that he was more abusive, not as kind as she’d like to pre- 
tend.” Geneviéve also noted how the patient defended against her own 
emotions: “She’s also not willing to allow herself to feel those feelings. She’s 
trying to distance herself from him emotionally, just as she tried to do so 
physically in the store.” Geneviéve also identified what the patient was ulti- 
mately defending against: “... afraid that it wasn’t the right instinct, afraid 
of her own instincts—both to want him and to run from him.” Clearly, 
Geneviéve’s response reflected an appreciation of the concept of intra- 
psychic conflict. Indeed, she immediately identified the woman’s ambiva- 
lence: “She has some very positive and some very negative thoughts.” 
Finally, given Geneviéve’s focus on the link between the patient’s troubles 
and her internal experience, her response also clearly reflected an accep- 
tance of the assumption of psychic determinism. Based on Genevieve’s re- 
sponse to the PMAP, she was predicted to be a good candidate for brief dy- 
namic therapy. 

The estimate of Geneviéve’s PM proved to be a good indicator of her re- 
sponse to the process of STDP. She was able to articulate her problems in 
psychological terms, that is, as deriving from aspects of her own internal 
functioning rather than attributing their development solely to external fac- 
tors. The therapist found that his interpretations often served to extend her 
own rather elegant psychodynamic formulations and could thus be pro- 
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vided only as needed and at appropriate times. In her response to interpre- 
tation, Geneviéve showed a capacity to contribute additional material, that 
is, to engage in free association to the meaning of the interpretation in the 
manner prized by practitioners of psychodynamic therapy. In effect, Gene- 
viéve’s PMAP response represented her capacity to engage in a process of 
“work” in STDP. 


RESEARCH EVIDENCE SUPPORTING 
THE IMPORTANCE OF PM IN STDP 


Research Populations 


The psychometric properties of the PMAP have been investigated with six 
separate populations. The first involved a nonclinical group of adult volun- 
teers. The other five involved psychiatric outpatients participating in clini- 
cal trials of different forms of psychodynamic psychotherapy. The first trial 
(McCallum & Piper, 1990a) involved a short-term group therapy approach 
designed for the treatment of patients dealing with chronic issues associ- 
ated with a significant loss. The next two trials (McCallum, Piper, & O’Kelly, 
1997; Piper, Rosie, Joyce, & Azim, 1996) involved intensive group-oriented 
partial hospitalization programs for patients with comorbid mood and per- 
sonality disorders. The fourth and fifth clinical trials were similar in that 
each involved a comparison of interpretive versus supportive forms of 
short-term, time-limited dynamic therapy. One comparative study (Piper, 
McCallum, Joyce, Rosie, & Ogrodniczuk, 2001) involved short-term group 
therapy for complicated grief, whereas the other (Piper, Joyce, McCallum, & 
Azim, 1998) involved STDP for outpatients with mixed diagnoses. 


Psychometric Properties: Construct Validity 


Consistently strong interrater reliability has been demonstrated for the 
PMAP in applications across the various clinical trial studies. This is a nota- 
ble feature for an assessment that is both easy and quick (10-15 min) to 
administer. In terms of construct validity, the PMAP has been found to be 
significantly related to but not redundant with other measures of psycho- 
logical mindedness (Gough, 1957; Tolor & Reznikoff, 1960). In contrast, the 
PMAP has proven to be unrelated to possible confounding variables. No sig- 
nificant associations have been obtained with demographic variables such 
as gender, level of education, age, marital status, or employment status. 
Similarly, scores on the PMAP have consistently been found to be not signif- 
icantly related to measures of personality, intelligence, psychiatric symptom- 
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atology or distress, diagnosis, use of psychotropic medications, or the inci- 
dence of previous psychiatric treatment or hospitalization. 


Psychometric Properties: Predictive Validity 


We have investigated PM’s association with attrition, process (e.g., in-ses- 
sion work), and outcome in each of the five clinical trials. In short-term 
group therapy for complicated bereavement, PM was predictive of remain- 
ing versus dropping out (McCallum & Piper, 1990a). PM was not associated 
with attrition in the other clinical trials. With regard to the therapy process, 
PM has consistently been related to working in group forms of dynamically 
oriented therapy (McCallum & Piper, 1990a; McCallum et al., 1997; Piper, 
Joyce, Azim, & Rosie, 1994). Finally, PM was found to be predictive of bene- 
fit in day treatment (Piper et al., 1994; Piper et al., 1996) and in both interpre- 
tive and supportive forms of short-term, time-limited group and individual 
psychotherapy (Piper et al., 1998, 2001). 

The implications of these findings are relatively clear. PM appears to be 
a trait associated with the patient’s ability to engage productively in psy- 
chodynamic forms of psychotherapy. Patients of low PM may not speak the 
same language as an interpretive therapist, thereby impeding their ability 
to benefit from this approach to therapy. Positive relations between PM 
and observed work behavior have emerged from studies of various group 
treatment modalities in which many perspectives on the patient’s in-ses- 
sion behavior (the therapist, other members, outside observers) are avail- 
able. Direct relations between PM and measures of treatment benefit sug- 
gest that the trait is associated with positive outcome across a variety of 
approaches to psychotherapy. Taking these findings as a whole, we believe 
that PM reflects a general capacity of the patient to make effective use of 
therapeutic interventions and the therapy process to achieve problem res- 
olution. More recent explorations of our data have aimed at identifying 
moderating factors that facilitate (e.g., support of a spouse) or impede (e.g., 
presence of personality disorder) the association between PM and produc- 
tive therapy process and outcome (e.g., Ogrodniczuk, Piper, Joyce, & Mc- 
Callum, 2001). 


QUALITY OF OBJECT RELATIONS 


At the time of the initial assessment for psychotherapy, a formulation of the 
patient’s internal object relations can help establish his or her ability to 
form a collaborative working relationship with the therapist. A predisposi- 
tion to establish a relatively trusting give-and-take relationship with an au- 
thority figure is an important indicator for a positive therapy process. The 
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object relations formulation can also provide an estimate of the patient’s 
capacity to tolerate frustrations in the therapy relationship, including the 
termination, and a prediction of other transference reactions that are likely 
to emerge. During therapy, the formulation can assist with the therapist’s 
comprehension of relational issues emerging in the treatment and the most 
appropriate intervention strategies to employ with a given patient. These 
all represent critical considerations when implementing a STDP. The Qual- 
ity of Object Relations (QOR) assessment was originally developed to quan- 
tify a patient characteristic that we believed had an important influence on 
the treatment approach offered in clinical trial studies of STDP (see Azim, 
Piper, Segal, Nixon, & Duncan, 1991; Piper, Azim, McCallum, & Joyce, 1990). 
The QOR assessment also has clinical utility as a tool for patient selection 
and treatment planning. 


QOR ASSESSMENT: CONCEPTUAL BACKGROUND 
AND SCALE DEVELOPMENT 


The development of the QOR assessment was not associated with any of 
the specific variations of object relations theory (Greenberg & Mitchell, 
1983). The conceptual foundation for the measure does, however, include 
elements that are central to these theories: that is, the motivational impor- 
tance of the object, the processes of internalization, the development of 
psychological structure (the “inner world”), and the influence of internal 
self-other representations on interpersonal behavior. Elements of classical 
drive theory are also incorporated in the QOR criteria, but the constructs of 
wish, anxiety, and defense are all expressed in relational terms. 

An early version of the QOR assessment was used at the Individual and 
Group Psychotherapy Unit of the Allan Memorial Institute in Montreal, Can- 
ada, as part of the assessment of patients participating in a comparative 
outcome study of four forms of time-limited individual and group psycho- 
therapy (Piper, Debbane, Bienvenu, & Garant, 1984). Following a clinical in- 
terview, the assessor rated the patient on three aspects of interpersonal 
functioning: the quality of the individual’s object choices, the type of rela- 
tionship (e.g., parasitic, symbiotic, equitable), and the degree of sexual role 
adjustment. In turn, these ratings were modified versions of selected crite- 
ria from the Object Relations scale of the Camarillo Dynamic Assessment 
Scales (May & Dixon, 1969), an instrument developed in the context of the 
Menninger Foundation’s Psychotherapy Research Project (Robbins, Waller- 
stein, Sargent, & Luborsky, 1956; Wallerstein, 1986). The QOR ratings were 
found to be directly associated with desirable process and outcome for 
time-limited forms of analytically-oriented individual and group psychother- 
apy (de Carufel & Piper, 1988; Piper, de Carufel, & Szkrumelak, 1985). 
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Since these early applications, the QOR assessment has undergone sub- 
stantial development in our psychotherapy research program at the De- 
partment of Psychiatry, University of Alberta in Edmonton, Canada. A semi- 
structured interview format was adopted, assessment criteria were defined 
and detailed, and patient prototypes for different levels of QOR were formu- 
lated (Azim et al., 1991). Further modifications occurred through a series of 
clinical trial studies of the psychodynamically oriented treatments offered 
to outpatients presenting to the Department. The QOR criteria and scoring 
procedures were refined to improve conceptual clarity and interviewer reli- 
ability. The first major revisions were made prior to a controlled clinical 
trial (Piper et al., 1990) of interpretive STDP. Further modifications occurred 
prior to two clinical trials (McCallum et al., 1997; Piper et al., 1996) of time- 
limited, analytically-oriented partial hospitalization treatment programs for 
patients with affective and personality disorders. The most recent modifica- 
tion of the QOR assessment was made prior to a recently completed com- 
parative trial (Piper et al., 1998) of interpretive and supportive forms of 
STDP. The latest application of the measure was in a comparative trial 
(Piper et al., 2001) of interpretive and supportive forms of short-term, time- 
limited group therapy for patients presenting with complicated grief. 


QOR SCALE DESCRIPTION AND ASSESSMENT 
PROCEDURES 


We define QOR as a person’s internal enduring tendency to establish certain 
types of relationships that range along an overall dimension from primitive 
to mature (Azim et al., 1991). The QOR construct refers to the recurring pat- 
tern of relationships over the individual’s life span rather than to relation- 
ships during any one period (e.g., recent interpersonal functioning). The 
five anchored levels of the QOR dimension (primitive, searching, control- 
ling, triangular, and mature) and their predominant characteristics are pre- 
sented in Table 4.2. 

The patient’s QOR is assessed by an experienced clinician during a 1- 
hour semistructured interview. During the assessment, the interviewer so- 
licits information regarding four areas of functioning. Criteria within each of 
the five QOR levels are organized in terms of behavioral manifestations, af- 
fect regulation, self-esteem regulation, and antecedent (etiological) factors. 
Criteria regarding behavioral manifestations consider the individual’s typical 
patterns of behavior in interpersonal relationships. Criteria regarding affect 
regulation address the kinds of interpersonal relationships the individual 
unconsciously and consciously wishes for and engages in, both in fantasy 
and in real action, to reduce anxiety, obtain gratification, or both. In similar 
fashion, criteria regarding self-esteem regulation refer to the wished for, fan- 
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TABLE 4.2 
Predominant Characteristics of the Five Levels 
of the Quality of Object Relations Scale 


Anchor 
Level Point Predominant Characteristics 
Mature 9 The person enjoys equitable relationships characterized by love, 


tenderness, and concern for objects of both sexes. There is a ca- 
pacity to mourn and tolerate unobtainable relationships. 

Triangular 7 The person is involved in real or fantasized triangular relation- 
ships. Competition for one object is inspired by victory over the 
other object. There is concern for the objects. 

Controlling 5 The person engages in well-meaning attempts to control and pos- 
sess objects. Relationships are characterized by ambivalence. At- 
tempts to control the person are met with defiance or 
pseudocompliance. 

Searching 3 The person is driven to find substitutes for a longed-for lost ob- 
ject. Substitutes provide a short-lived sense of optimism and 
self-worth, which is followed by disillusionment and the 
reexperience of loss. 

Primitive 1 The person reacts to perceived separation or loss of the object, or 
disapproval or rejection by the object, with intense anxiety and 
affect. There is inordinate dependence on the object, who pro- 
vides a sense of identity for the person. 


tasized, and behaviorally expressed interpersonal relationships that en- 
hance self-regard or reduce mortification. Criteria addressing historical ante- 
cedents address those past events or relationship outcomes thought to be 
clinically or theoretically predisposing to a given QOR level. The inter- 
viewer assigns greater weight to behavioral manifestations because they 
are observable, experience near, and often manifest during the interview it- 
self. Because they are relatively experience distant and require greater in- 
ference to evaluate, affect regulation, self-esteem regulation, and historical 
antecedents, in that order, are given less weight. Table 4.3 presents the 
most important criteria from each of the four areas for the five QOR levels. 

The interview is roughly divided into three segments in which relation- 
ships in the patient’s childhood, adolescence, and adulthood are succes- 
sively the focus of attention. Although encouraging spontaneity of discus- 
sion by the patient of relationships during these periods, the interviewer 
also tries to address certain specific questions. For example, questions are 
routinely asked about abuse in childhood, falling in love during adoles- 
cence, and the experience of stormy relationships in adulthood. Knowledge 
of the rating criteria informs the interviewer about which areas to pursue in 
more detail. Table 4.4 presents the critical questions associated with each 
QOR level for the periods of childhood, adolescence, and adulthood. 


TABLE 4.3 
Key Criteria for Each Area by QOR Level 


No. of 
Level Criteria Key Criterion 


Behavioral Manifestations 
Mature 


Triangular 


Controlling 


Searching 


Primitive 
Affect Regulation 
Mature 


Triangular 
Controlling 


Searching 
Primitive 

Self-Esteem Regulation 
Mature 


Triangular 


Controlling 


Searching 


Primitive 


Capacity to express love, tenderness and concern for 
objects of both sexes. This involves an intimate 
dyadic relationship with at least one object. 

Repetitive involvement in rivalrous triangular relation- 
ships, typically with one same sex and one opposite 
sex, but can also be two same or two opposite sex. 
(By rivalrous we mean that the subject is competing 
with an object for another object.) The subject is 
not necessarily aware of this triangulation. 

The participant manifests a repetitive pattern of well- 
meaning attempts to control an object in a relation- 
ship. 

The individual appears to “fall in love” with others re- 
peatedly. This may be acted out in actual relation- 
ships or remain a part of expressed fantasy. Objects 
of choice are substitutive and bear psychological 
and at times a physical resemblance to an original 
lost object. 

A persistent or repeated pattern of intense, unstable, 
and destructive relationships with objects charac- 
terized by hurting and being hurt. 


Capacity to mourn objects and relationships that are 
not attainable or lost. 

There are feelings of triumph over the third party. 

Affect is characterized by anger, even rage, in reaction 
to inability to control or possess the object. 

Persistent craving and longing for the lost object or 
the object substitute. 

Preoccupation with destroying or being destroyed by 
the object manifested by murderous rage and fear 
of annihilation. 


Based on equitable receiving from and giving to ob- 
jects. 

Self-esteem is dependent on repeated episodes, in re- 
ality or in fantasy, of conquering a third party and 
acquiring the object, usually in fantasy. 

Self-esteem is maintained by successfully controlling 
and possessing the object. 

Positive self-esteem is dependent on the availability in 
reality or fantasy of a relationship with a substitute 
for the lost object. 

Tendency toward idealization or devaluation of ob- 
jects. 


(Continued) 


8l 
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TABLE 4.3 
(Continued) 
No. of 
Level Criteria Key Criterion 
Antecedents 

Mature 1 “Good enough” pre-Oedipal relationships and healthy 
resolution of the Oedipal complex leading to identi- 
fication with both parents and choosing a good 
enough love object. 

Triangular 4 The parent of the same sex competes with the individ- 
ual for the affection of the parent of the opposite 
sex. 

Controlling 3 Inordinate attempts by the caregivers to control the 
person’s actions, thoughts, or feelings. 

Searching 2 Experiencing an intensive attachment to a parent or 
caregiver who became the lost object. 

Primitive 3 Traumatization: sexual abuse; physical abuse; parental 

(multipart) rejection; premature, sudden, repetitive separations. 


Note. QOR = quality of object relations. 


Following the interview, the assessor distributes 100 points among the 
five QOR levels. The weighting is determined by the strength and number of 
criteria at each level that are met by the patient’s contribution to the inter- 
view. A simple arithmetic formula is then used to generate an overall score 
that ranges from 1 to 9; the higher the score the higher the QOR. Scoring 
procedures and prototypes for each QOR level are described in a manual 
(Piper, McCallum, & Joyce, 1993) that can be obtained from us. 


A VIGNETTE FROM GENEVIEVE’S THERAPY 


Approaching the midpoint of the 20-session therapy, both patient and ther- 
apist were feeling positive about the process and eventual outcome of 
treatment. Genevieve, a single woman in her mid 30s, had presented to the 
clinic concerned about a series of relationships that had ended badly. She 
expressed an interest in understanding why she would enter these relation- 
ships with high hopes only to encounter strain and eventual hurt and disap- 
pointment. The therapist, a male of roughly the same age, found Genevieve 
to be pleasant, intelligent, and articulate about her concerns and reactions 
regarding relationships. The transference had been positive from the out- 
set, Geneviéve regarding the therapist as an ally and the therapy relation- 
ship as collaborative. At the beginning of the 7th session, the therapist an- 
nounced that he would be away for 2 weeks following the next contact. He 
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intended this communication to be of the “housekeeping” variety and be- 
lieved the patient received it in this spirit. During the session, however, the 
therapist observed a change in the patient’s demeanor—Geneviéve began to 
avoid eye contact, her voice became softer, and her contributions became 
marked by frequent pauses and tangential content. Putting his observation 
into words, the therapist inquired if the patient was aware of any change in 
her behavior or feelings. She denied she was behaving or feeling in a way 
that “was different from any other time I’ve been with you.” The therapist 
persisted, asking if Geneviéve had any feelings about his announcement; 
again, she denied this was so, claiming, “we all need a holiday.” Some ten- 
sion was evident as the session ended. 

Geneviéve was 20 min late for the next session. She described a situation 
at work that had resulted in a significant increase in her duties and a need for 
her to be at the office on the upcoming weekend. That her colleagues were 
not being saddled with extra labor was clearly a source of upset and irrita- 
tion. The patient uncharacteristically restricted herself to a rehashing of the 
situation; the therapist felt he had little opportunity to ask questions or make 
comments linking the material to previous discussions. At the close of the 
hour, he noted that they would meet for their next session 3 weeks hence. 
Geneviève responded with a curt “Fine” and left with some haste. 

At this juncture, the challenge for the STDP therapist is twofold: first to un- 
derstand what is happening in the therapy relationship and second to inter- 
vene in such a way that the process is clarified and Geneviéve’s awareness of 
how she functions in close relationships is increased. The first task requires 
that the therapist have a clear conception of the patient’s internal object rela- 
tions, that is, the representations of self and other in relationships that 
Genevieve has internalized through past experiences with important others 
in her life. These representations are assumed to function as a “script” the in- 
dividual attempts to follow in current relationships. Although the script al- 
lows for some predictability in relational functioning, the person may rigidly 
adhere to forms of interpersonal behavior that are maladaptive. The thera- 
pist believes that this interpersonal script is being enacted in the therapy re- 
lationship. The second task, intervening to clarify and facilitate insight into 
the meaning of the therapy transaction, requires that the therapist attends to 
Genevieve’s interpersonal patterns and facilitates a “corrective relational ex- 
perience.” The QOR assessment procedure provides the clinician with a use- 
ful resource for effectively engaging in both tasks. 


GENEVIEVE’S ORIGINAL QOR FORMULATION 


Geneviéve was assigned an overall QOR score of 5.8. This was well above 
the midpoint of the scale (4.5) that has routinely been employed to subdi- 
vide treatment samples into low QOR (more primitive) and high QOR (more 
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mature) patients. In terms of the five QOR levels, the assessor saw Gene- 
viéve as having the following profile: primitive, 10 points; searching, 10 
points; controlling, 25 points; triangular, 40 points; and mature, 15 points. 
The patient was seen to most resemble the prototypic triangular case, re- 
flecting issues associated with Oedipal conflicts and competition. In addi- 
tion, Geneviéve shared a number of features with the prototypic controlling 
case. The assessor provided a narrative formulation highlighting the histor- 
ical influences associated with Geneviéve’s QOR profile. 


The Narrative Formulation 


As a child and into her teens, Geneviéve enjoyed a unique alliance with her 
father against her mother. He would invariably take her side against her 
mother whenever questions about her misbehavior arose. She also enjoyed 
the “special trips” with him on his sales route, even if they entailed time off 
from school or clashed with her mother’s plans. In Geneviéve’s later child- 
hood and adolescence her mother apparently became threatened by this 
alliance; Geneviéve and her mother began to compete for the father’s atten- 
tions. The mother’s resentment at her husband’s indulgence of the daugh- 
ter increased, and Geneviéve was made the target of this anger. The escala- 
tion of friction further elicited the father’s intervention and protection of 
Genevieve. In her teens, her mother threatened to send Geneviéve away to 
boarding school, an intention her father opposed. The mother eventually 
gave up and had been rejecting of her daughter since that time. 
Geneviève described initially feeling good that she had “won my way” 
over her mother. She had enjoyed playing her parents against one another 
to obtain privileges. However, Geneviéve felt increasingly anxious when she 
and her mother were together, in anticipation of her mother’s next retalia- 
tion. The distance between them grew as she became aware of how she was 
much more comfortable in the company of her father. Nevertheless, she pe- 
riodically felt sadness over the lack of a relationship with her mother. She 
also began to feel guilty for enjoying her close relationship with her father 
and thereby contributing to the problems in her parents’ marriage. She 
spoke of feeling pity for her mother and described attempts at reconcilia- 
tion that only highlighted how distant they had become. Geneviéve was un- 
aware of her anger at her father for never completely protecting her from 
her mother or for never truly choosing her and abandoning the mother. 
As an adult, Geneviéve describes feeling more comfortable with men than 
with women. When with couples, she focuses her attention on the man and 
interacts in a coy, flirtatious fashion; that is, she attempts to recreate her role 
as “daddy’s little girl.” Men tend to intervene to be chivalrous, for example, 
offering her advice regarding work concerns. Their attention to her irritates 
their partners. Other women find her to be competitive and tend to snub her. 
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Genevieve describes feeling guilty for winning the favor of these male friends. 
She expresses sadness over the lack of female friendships and anger at the 
women who were rejecting of her “for no good reason.” 

The controlling aspects of Geneviéve’s object relations emerged in the 
context of her special relationship to her father. Although unequivocally in- 
dulgent, her father was also a stern advocate of order and consistency. He 
emphasized rules and tended to enforce these with rather harsh disciplin- 
ary actions, for example, sending Geneviéve to her room without dinner 
when she objected to his scheduling of her homework activity. In her teens, 
her special relationship with her father was punctuated by clashes over her 
autonomy. She described these as her “rebellious” years; rather than yield 
to delinquent behavior, however, Geneviéve was a “quiet revolutionary” 
who engaged in school truancy, violation of curfews, and dressing in a man- 
ner designed to provoke her father. On these occasions, the father relied on 
psychological intimidation to “keep her in line”; that is, he would express 
disapproval and disappointment, thus threatening her with a withdrawal of 
his affection. Geneviéve developed a rigid self-control to avoid the danger- 
ous consequences of spontaneous action when in her father’s presence. As 
an adult, Geneviéve periodically struggles with feelings of inadequacy and 
worries about “screwing up.” At these times, she assumes the role of an ex- 
perienced and helpful advisor for her friends; that is, her own attempts at 
control are well intentioned. However, the recipients of her advice tend to 
feel patronized, much as she would when given directives by her father. 
When others complain, Geneviéve feels unappreciated, criticized, and an- 
gry about her failure to control the other person. 


Relational Meaning of the Therapy Event 


With his knowledge of the QOR formulation, the therapist considered the 
meaning of the therapy event in the context of Geneviéve’s controlling and 
triangular object relations. He suspected that Geneviéve’s reaction had 
likely reflected two co-occurring possibilities. First, he suspected that his 
being away demonstrated that as an object important to supporting her 
self-regard, he was outside of her control. Consequently, she would have 
been angry and experienced his absence as a rejection of her as flawed. 
Second, he suspected that she perceived his absence from her as a moving 
towards another; that is, she would imagine a rival was involved in the pur- 
suit of his attentions. The QOR formulation thus provided a number of 
working hypotheses to consider when he and Geneviéve reconvened the 
therapy after his absence. 

The therapist had noted aspects of her controlling style earlier in the 
therapeutic relationship. For example, she had frequently recommended 
books on popular psychology for him to read to “continue your develop- 
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ment.” At the beginning of the session following the therapist’s absence, the 
patient referred to scheduling problems with work colleagues that she had 
found irritating. The therapist asked if his perception that she had been irri- 
tated with his announcement 3 weeks previously was correct; Geneviéve re- 
sponded, “indeed it was—I was quite put out.” She went on to say that she 
had already blocked off time for her sessions, and that his “vacation” had 
upset these plans; she also reported she was angry that he “hadn’t dis- 
cussed with me beforehand that you’d be away.” At the same time, she 
noted that it was “ridiculous” that she had been so upset and that she “sim- 
ply couldn’t bring myself” to comment on the situation in the session pre- 
ceding the therapist’s absence. The therapist confronted the patient at this 
point, noting that the reference to her feelings as “ridiculous” was her attri- 
bution, whereas the therapy contract encouraged her to talk about what- 
ever mattered to her regardless of the value she placed on it. Geneviéve 
protested that the disappointment and anger implied she was “weak” and 
she’d be “embarrassed” to show herself this way to him. The therapist re- 
plied that these feelings were her “natural response” to a change in “a rela- 
tionship you clearly find important” and thus legitimate to examine in a 
therapeutic manner. The therapist also observed that the discussion had 
moved from the patient’s efforts to place the therapist under her control to 
the detrimental effects of her own rigid self-control. Geneviéve agreed this 
represented an important focus for further examination. 

At this point, the triangular elements of her relational functioning 
emerged more clearly. Geneviéve abruptly shifted topics and manner, coyly 
asking about how the therapist had enjoyed his “escape from work.” The 
therapist noted that she seemed at once curious and anxious and encour- 
aged her to articulate the thoughts and feelings that lay behind her inquiry. 
Her casual reply was, “Oh, I was just wondering where you went, who you 
were with, that sort of thing.” The therapist directed her to describe what 
she imagined about his absence. The patient paused, and then, in a rush, 
described a fantasy that the therapist had “run off” to offer a “special” 
course of intensive therapy to another woman patient. Geneviéve’s manner 
during this description was flirtatious. The therapist, knowing that her 
imaginings had no correspondence with the reality of his trip to a profes- 
sional conference, asked how this fantasy was related to her behavior prior 
to the break. The patient stated, “I couldn’t stand it” that the therapist 
might be more interested in spending time with “another woman.” She had 
portrayed her workload as she did for two reasons: first by way of compet- 
ing with the therapist to show that “I honor my commitments,” and second 
by way of competing with the fantasized rival patient to show that she had 
a greater need for his “special attention.” 

After conveying her fantasy about the therapist’s absence, Geneviéve al- 
luded to being troubled by “mixed-up feelings.” She reported feeling guilty 
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that she had expected the therapist to be exclusively available to her, and 
anxiety should the therapist ever develop a picture of her as demanding 
and difficult. The therapist interpreted the contrast between the reality and 
the patient’s fantasy view of the therapeutic relationship. On the reality 
side, the relationship represented a collaboration oriented to understand- 
ing Geneviéve’s interpersonal dynamics; on the fantasy side, the patient 
had represented the two of them as lovers involved in an exclusive relation- 
ship. The patient was surprised by this analogy but agreed that it seemed 
to fit her experience. The therapist then mused aloud about similar dynam- 
ics operating in her early relationships with her parents; the patient rue- 
fully agreed that she had brought a number of these into the therapeutic re- 
lationship. She went on to make links to similar experiences in her intimate 
relationships as an adolescent and adult. At the end of a session that was 
notable for the degree of patient insight, she proclaimed, “It was a good 
thing you went away when you did!” 

In this example, the QOR formulation helped the therapist to develop 
working hypotheses regarding the strain that developed in the therapeutic 
alliance. During the subsequent session, the therapist was alert to cues 
from the patient that had a bearing on these hypotheses and was able to in- 
terpret the related dynamics in the relationship accordingly. The patient’s 
level of QOR allowed for the development and maintenance of a reasonably 
good collaborative relationship and therefore some capacity to tolerate the 
interpretive focus. The understanding Geneviéve acquired regarding what 
was transpiring for her in the transference paved the way for some useful 
insights into her usual patterns of relational functioning. How would 
Geneviéve appear if she presented as a patient of more primitive object re- 
lations? How would the therapy event be interpreted? How would the thera- 
pist’s strategy in the subsequent session be different? 


GENEVIEVE’S ALTERNATE QOR FORMULATION 


For our hypothetical presentation of Geneviéve as a low-QOR patient (Gene- 
viéve B), the QOR assessment resulted in an overall score of 3.2. This score 
is well below the midpoint of the scale (4.5) demarcating low (more primi- 
tive) and high QOR (more mature) patients. In terms of the five levels, the 
following profile was provided for Geneviéve B: primitive, 40 points; search- 
ing, 30 points; controlling, 15 points; triangular, 10 points; and mature, 5 
points. The patient was thus seen to most resemble the prototypic primi- 
tive case, reflecting issues associated with identity concerns and object 
constancy. In addition, Geneviéve B shared a number of features with the 
prototypic searching case. Once again, the assessor’s narrative formulation 
is reviewed followed by a presentation of the therapist’s use of the formula- 
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tion to understand the patient’s response to his absence and to determine 
his intervention strategy. 


The Narrative Formulation 


Dynamics associated with the primitive level of QOR were established dur- 
ing Geneviève B’s early childhood. From a very young age, Geneviève B had 
experienced sexual and physical abuse from her father. Her mother was 
somewhat inadequate and felt helpless to prevent the abuse or protect her 
daughter; she consequently withdrew from Geneviève B, an action that was 
experienced by the young girl as a maternal rejection. The early relation- 
ships Geneviève B developed with peers ended prematurely because of the 
frequent moves associated with father’s employment problems. Conse- 
quently, the only sense of self Geneviève B developed as a child was as an 
object to be used; her sense of relationships was that they were transitory 
and impermanent. She had never experienced positive self-esteem in her 
early relational transactions. The patient’s only defense against despair and 
helplessness was to egocentrically assume responsibility for the chaos in 
her life and blame for her parents’ abuse. This afforded her some sem- 
blance of control. She nonetheless remained dependent on her parents to 
define her identity, although the messages were invariably negative. Her 
rage over the abuse and deprivation was contained and dissipated through 
the use of splitting and projective identification. Geneviéve B’s basic needs 
for nurturance, security, and stability remained unmet during her child- 
hood, but she survived. 

As an adult, Geneviéve B remains preoccupied with destroying or being 
destroyed in relationships. She oscillates between fears of her own rage 
and of being annihilated if the other abandons her. Her yearnings to be de- 
pendent continue to motivate her interactions. As a result, she alternates 
between being clingy or defensively distant from others. She has a history 
of choosing partners who are excessively indulgent at the beginning of the 
relationship, thus meeting Geneviéve B’s more narcissistic needs. As the re- 
lationships progress and Geneviève B falls more under their control, her 
partners’ abusive qualities begin to emerge. Again seeking to have some 
sense of control, Geneviéve behaves in a manner that is provocative of this 
abusiveness, exacerbating the instability in the relationship. In addition to 
the rage these partners bring to the relationship, Geneviéve B’s reliance on 
projective identification means they will also act out her rage. The partners 
only partially serve the function of meeting her needs for nurturance, secu- 
rity, and stability. Because she fears her own striving for dependency, 
Geneviéve B often sabotages the relationships to maintain a sense of her 
own separateness. 
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Dynamics associated with the searching level of QOR operate in similar 
fashion to the primitive pattern described previously but in somewhat 
muted form. The searching dynamics were largely precipitated by father’s 
abrupt abandonment of the family when Geneviéve B was age 9. Even 
though the relationship had been marked by abuse, the preteen Genevieve 
B defensively viewed her father’s inappropriate involvement with her as 
something “special.” To combat the feelings of powerlessness she had ex- 
perienced with father’s abuse, Geneviéve B had unconsciously harbored 
the hope that she could transform her father, moving him to recognize the 
damage his behavior had caused her and becoming a devoted, caring ob- 
ject. His sudden departure dashed these unlikely dreams from ever being 
realized. Her mother eventually established a common-law relationship 
with another man, someone who worked hard to establish a good relation- 
ship with Geneviéve B. Although she appreciated his efforts, she kept her- 
self aloof from him, believing it unlikely any kind of special intimacy could 
be established with him. In her current adult life, Geneviève B uncon- 
sciously awaits the return of the lost father but in the form she never had, 
that is, the caring man devoted to healing her injuries. When entering a new 
relationship, Geneviéve B’s perceptions are intensely romantic; a unique, 
special bond is believed to exist with the new partner. She experiences a 
sense of excitement, optimism, feelings of completeness, and passion dur- 
ing this initial stage of infatuation and idealization. She remains buoyant 
as long as the other is indulgent of her; at the same time, she feels vulnera- 
ble to loss, rejection, or abandonment. To contend with these anxieties, 
Geneviéve B attempts to distance herself from contact either psychologi- 
cally (e.g., by being silent) or physically. She also projects her fear of rejec- 
tion onto the other person and then complains that the person should be 
more attentive and caring. Eventually, the relationship moves toward a 
sour ending, leaving Geneviéve B feeling pessimistic, dejected, and filled 
with longing for the devoted, caring other she perceived at the outset. 
Geneviéve B escapes this dysphoria by quickly becoming enamored with 
another new object. 


Relational Meaning of the Therapy Event 


The therapist understood that Geneviéve B had idealized him somewhat 
during the early sessions of therapy. She had commented frequently on his 
capacity to understand her “like no one else” and on how much she had 
gained from his observations. He was alert to any indication that the pa- 
tient might experience disillusionment, suspecting that a different side of 
her character would be revealed as a result. The therapy had been charac- 
terized by more therapist emphasis on supportive interventions in re- 
sponse to the patient’s perceived fragility. 
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Based on his understanding of Genevieve B’s QOR, the therapist recog- 
nized that his announcement of a 2-week absence had represented a trau- 
matic abandonment for the patient. In therapy, Genevieve B had felt lis- 
tened to and nonjudgmentally validated by another, perhaps for the first 
time in her life. The therapist’s attention to the boundaries of the relation- 
ship meant she had felt safe from intrusion; his supportive encouragement 
had allowed her to feel permitted to express her own views. The therapist’s 
announcement had destroyed her perception that therapy represented her 
salvation and that she was the therapist’s “special patient,” and she found 
herself struggling with intense rage toward the therapist for his “betrayal.” 
As in the past, however, she assumed responsibility for the collapse of the 
relationship, choosing to believe that the therapist “needed the break” be- 
cause she had proven too needy and demanding. Fearing a confirmation of 
these beliefs, she had defensively distanced herself following the announce- 
ment and subsequently by coming late to the next session and precluding 
any contribution on his part. 

Following the break, Geneviéve B began the session by announcing that 
she had scheduled an appointment with a new therapist. As she described 
looking forward to this meeting, the therapist was aware of the compari- 
sons she was drawing that were unfavorable to him. He raised the issue of 
his “abandonment” by wondering aloud if his announcement had felt “sud- 
den” to the patient and whether she had felt “profoundly hurt” by the inter- 
ruption to the therapy his absence had caused. When she affirmed that this 
was so, the therapist noted that she perhaps felt safe enough to explore the 
issue because he had, after all, “returned to her.” He encouraged Geneviève 
B to speak about other relationship experiences that had represented a be- 
trayal or empathic failure. He reflected the affect that was associated with 
these experiences, that is, her agonizing loneliness and self-negation. He 
also emphasized that in contrast to her experience of her parents, he con- 
tinued to maintain his interest in her well-being and commitment, as her cli- 
nician, to the success of the therapy relationship. 

The patient suddenly began to cry; through her tears, she described the 
deep disappointment she had felt when their work had to be “put on hold” 
for the therapist’s absence. The announcement and subsequent absence 
had apparently underscored the patient’s inability to “hold” the therapist 
and therapy in her internal world until the sessions resumed in reality. Her 
response highlighted how important the therapist was to her as a nurturant 
object and the therapy was to her as a source of self-esteem. The therapist 
acknowledged this and emphasized that their work together had indeed 
been productive. He stated that this work could reasonably be expected to 
continue to be productive. He suggested that working toward the patient’s 
goals and concluding the therapy as contracted would be of substantially 
greater benefit than searching for another candidate for the “ideal thera- 
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pist” role. The discussion turned to an examination of Geneviéve B’s expec- 
tations of the other person in her relationships and how much these were 
tied to an archaic and irrational view of her relationship with her biological 
father. The patient became tearful again after the therapist gently pointed 
out that the loss of what she had never had with her father had at some 
point to be grieved. “Letting go” of this dream and her search for a substi- 
tute was framed as a process that would lead Genevieve B to true independ- 
ence. This discussion highlighted the reality of the eventual termination of 
the therapy when a similar “letting go” would be required. The therapist 
stated, “Together, we can insure that the experience will be a positive one.” 
He stressed that the termination represented an opportunity to experience 
an ending that could be beneficial rather than devastating to Geneviéve B’s 
self-regard. The patient ended the session by indicating that she would not 
keep her appointment with the alternate clinician and that she felt re- 
committed to her therapy. 

In this alternative scenario, the patient had an intensely affective re- 
sponse to the therapist’s absence. Her profound difficulty managing this re- 
sponse reflected the characteristics of the primitive QOR level, and her ef- 
forts to find a substitute object reflected aspects of the searching QOR 
level. The major task for the therapist was to attend to this emotional up- 
heaval and provide a corrective relational experience. Less important was 
providing an interpretive understanding of what had transpired or facilitat- 
ing the patient’s insight into her relational style. Consequently, this alterna- 
tive scenario required that the therapist assume a more supportive stance 
with the patient than in the previous example. 


Summary. The patient’s QOR can have a major influence on the nature 
of the therapeutic interaction—even ostensibly similar occurrences during 
treatment can have radically different meanings as a function of the pa- 
tient’s QOR level. The QOR assessment can improve the clarity of the thera- 
pist’s formulation of the patient’s object relations and assist in determining 
the meaning of relational phenomena arising in the treatment process. In 
turn the therapist has a basis for developing technical strategies that make 
sense in terms of the patient’s capacities for healthy relationships and the 
goals for treatment. 


RESEARCH EVIDENCE SUPPORTING 
THE IMPORTANCE OF QOR IN STDP 
Reliability and Construct Validity 


Considerable information regarding the interjudge reliability, concurrent va- 
lidity, and predictive validity of the QOR assessment has emerged from the 
five clinical trial studies of psychotherapy conducted in Edmonton. This in- 
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formation is detailed in Piper and Duncan (1999). Interjudge reliability has im- 
proved steadily with successive modifications of the measure. In the most re- 
cent investigation, the comparative study of short-term group therapy for 
complicated grief, the average intraclass correlation coefficient was .83, indi- 
cating high reliability (Piper et al., 2001). In general, QOR has been found to 
be independent of demographic and historic characteristics of the patient. 
The construct has also not been found to be related to Axis I conditions. As 
one would expect, patients with lower QOR scores (i.e., less than 4.5) tend to 
be more likely to have an Axis II diagnosis than patients with higher QOR 
scores (equal to or greater than 4.5), although the two dimensions have been 
shown to be far from synonymous. For example, in the controlled trial of 
STDP (Piper et al., 1990), 45% of the low-QOR patients received a personality 
disorder diagnosis compared with 17% of the high-QOR patients. In similar 
fashion, low QOR has a greater likelihood of being associated with greater 
symptomatic disturbance on outcome variables assessed at pretherapy, but 
these relationships have not been found to be strong, that is, correlation co- 
efficients of .3 or less. In sum, QOR represents a relatively pure measure of an 
important construct that is independent of demographic and clinical vari- 
ables commonly assessed as patient characteristics. 


Predictive Validity 


The QOR variable has been found to be a strong predictor of therapy proc- 
ess and outcome in STDP. In the controlled trial of STDP (Piper et al., 1990), 
QOR was directly associated with ratings of the therapeutic alliance pro- 
vided by both the patient and therapist. QOR was also directly related to fa- 
vorable therapy outcome on measures of general psychiatric symptoms at 
posttherapy, and on measures of individual goals for treatment at post- 
therapy and 6-month follow-up (Piper, Azim, Joyce, McCallum, Nixon, & 
Segal, 1991). In the comparative trial of individual and supportive forms of 
STDP (Piper et al., 1998; Piper, Joyce, McCallum, Azim, & Ogrodniczuk, 
2002), QOR was directly related to the patient-rated therapeutic alliance 
during the critical early third of treatment. QOR was also directly related to 
favorable outcome in interpretive therapy but virtually unrelated to out- 
come in supportive therapy. In the comparative trial of the short-term 
group therapies (Piper et al., 2001), we did find evidence for a true interac- 
tion with form of therapy: high-QOR patients improved more in interpretive 
than supportive therapy, whereas the reverse held for low-QOR patients. 
This finding was specific to the measures of complicated grief that were tar- 
geted by the interventions. Across these studies, then, the implication is 
that high QOR represents an important selection criterion for interpretive 
forms of STDP. The high-QOR patient’s history of meaningful give-and-take 
relationships appears to allow for the establishment of a strong collabora- 
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tion with the therapist and greater readiness to make use of the interpre- 
tive approach. 

There is also evidence that QOR serves as a moderator of important rela- 
tions between technique and process in STDP. The relation between the ex- 
tent to which the therapist uses transference interpretations and the aver- 
age level of the therapeutic alliance or treatment outcome has differed 
depending on the level of QOR (Ogrodniczuk, Piper, Joyce, & McCallum, 
1999; Piper, Azim, Joyce, & McCallum, 1991). Significant negative relations 
between the frequency of transference interpretations and alliance or out- 
come were found for the high-QOR patients in the controlled trial (Piper et 
al., 1990). Based on these findings, the therapists providing interpretive 
therapy in a subsequent trial were instructed to be more judicious in their 
use of transference-focused technique. The average frequencies of these in- 
terventions in the interpretive therapies of the comparative trial (Piper et 
al., 1998) were substantially lower than in the controlled trial. Negative rela- 
tions between the frequency of transference interpretations and alliance or 
outcome were again identified in the comparative trial data, in this instance 
for the low-QOR patients. Taken together, these findings suggest that high- 
and low-QOR patients differ in their degree of tolerance for a transference- 
focused approach. Because of their capacity for mutuality in relationships, 
high-QOR patients may be able to make use of the therapist’s transference 
observations. These patients can thus tolerate a greater frequency of trans- 
ference interpretations during sessions. Low-QOR patients, in contrast, ap- 
pear to be more reactive to the perceived criticism or deprivation repre- 
sented by interpretations of transference. Tolerance of this technical 
approach is correspondingly much lower among these patients. For each 
type of patient, the findings suggest a certain optimal use of these interven- 
tions beyond which the technique can prove detrimental. 

Similarly, the relation between the extent to which the therapist pro- 
vides “accurate” transference interpretations and the average level of the 
therapeutic alliance or treatment outcome has differed depending on the 
level of QOR (Piper, Joyce, McCallum, & Azim, 1993). “Accurate” in this 
sense is defined as the “correspondence” between the interpretation’s con- 
tent and the content of the initial formulation of the patient’s problem; that 
is, it represents a measure of therapist consistency (Joyce & Piper, 1996). 
For this variable, a direct relation with treatment outcome was found for 
high-QOR patients, whereas inverse relations were found with the alliance 
and outcome for low-QOR patients. In essence, transference interpretations 
are beneficial to the high-QOR patient when used sparingly and with accu- 
racy to the central problem. For the low-QOR patient, an accurate transfer- 
ence interpretation appears to represent a form of injury. In effect, the use 
of transference-oriented interventions with the low-QOR patient is problem- 
atic, whether the index is frequency or accuracy of the transference focus. 
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These findings concerning the extent of use and accuracy of transference 
interpretations have received support in independent studies from Norway 
(Hoglend, 1993a, 1993b; Hoglend & Piper, 1995). 

The findings previously summarized indicate that an interpretive ther- 
apy approach is an appropriate match for the high-QOR patient. These pa- 
tients appear to be responsive to the demands of the therapy, that is, pres- 
sure on the patient to talk, encouraging the exploration of uncomfortable 
emotions, and making use of the therapy relationship to demonstrate rela- 
tional patterns. The findings also suggest that a more supportive approach 
might be of benefit for the low-QOR patient. An explicit indication of this 
emerged from an analysis of the pattern of change in the alliance over the 
course of STDP treatment. An increasing pattern of the therapist-rated alli- 
ance over the course of therapy was found to be directly related to favor- 
able outcome for low-QOR patients (Piper, Boroto, Joyce, McCallum, & 
Azim, 1995). This suggests that low-QOR patients may be more in need of 
forming a gratifying relationship with the therapist than exploring their pat- 
tern of nongratifying relationships in therapy. Findings from other investi- 
gators also suggest the validity of this perspective (e.g., Hoglend, 1993a, 
1993b; Horowitz, Marmar, Weiss, DeWitt, & Rosenbaum, 1984). 


CONCLUDING COMMENTS 


Our objective in this chapter was to demonstrate that the PMAP and QOR 
assessments are useful tools not only for research on psychotherapy but 
also for the clinical activities of assessing, preparing, and working with pa- 
tients in STDP. The measures provide valid indications of the patient’s ap- 
propriateness for the therapy approach or when certain technical modifica- 
tions (e.g., a more supportive emphasis) may be required. The measures 
can also provide information that is useful to the formulation of therapeutic 
strategy at times when the alliance may be under strain and a premature 
termination is threatening. Moreover, we believe that both systems can 
readily be incorporated into the clinician’s routine. The PMAP is a very 
brief assessment that has great appeal to subjects and can be used with 
high reliability. The QOR assessment can be easily combined with the initial 
relational history interview conducted with patients being considered for 
psychotherapy. 

Our investment in the development of the PMAP and QOR assessments 
has been a learning experience of high quality. We have also been pleased 
that the measures have demonstrated a strong ability to predict the proc- 
ess and outcome of therapy. Our work with these measures has under- 
scored the profound value of using psychoanalytic constructs in the ef- 
fort to understand and treat patients. The two procedures are systematic 
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representations of central analytic principles that have a direct theoretical 
relevance to psychotherapy as practiced, that is, psychic determinism 
and defensive functioning in the case of the PMAP, internalization and the 
influence of object relations on behavior in the case of the QOR assess- 
ment. Even if these assessment procedures are not employed in a com- 
plete fashion by the clinician, we are certain that the principles they em- 
body represent a gold standard for comprehending and helping others 
struggling with the human condition. 


ADDENDUM: THE CASE OF JUNE 


In this addendum, we consider the levels of PM and QOR exhibited by the 
patient June, as presented in the transcript of her second therapy session. 
Although June was not assessed with either of the measures, indications of 
her PM and QOR are reflected throughout the transcript. Obviously, a com- 
plete appraisal of her PM or QOR is not possible. By applying the criteria of 
the two measures to the content of the transcribed psychotherapy session, 
however, we can speculate on June’s PM and QOR. Content in support of 
our observations is noted by reference to the line in the transcript from 
each session, for example (2-6) refers to line 6 from the transcript for ses- 
sion 2. 

To begin with PM, one of the major themes of the session is June’s irrita- 
bility: “I get irritated, but I don’t know why” (2-6). An estimate of June’s PM 
can be formulated by how she addresses this problem of irritability during 
the session. The reader can familiarize him or herself with the criteria for 
the nine levels of the PMAP (Table 4.1). For the criteria at each level, the 
reader can substitute “June” for “the subject” and “the patient.” For exam- 
ple, “June identifies a specific internal experience of herself” (Level I), or 
“June recognizes that she is engaging in a defensive maneuver” (Level VIII). 
A review of the PMAP indicates that June easily and immediately meets the 
criterion for the first level. She focuses on her own internal experiences: “I 
just seemed to go on, you know, not happy, not sad, just went on” (2-2). In 
terms of knowing what she wants (Level II), June is initially rather vague: “I 
let people walk all over me, I don’t like it, and yet I won’t do anything about 
it” (end of 2-16). She is hinting at the fact that she wants to be more asser- 
tive, to stop letting people walk all over her. It is only later at Section 2-24 
when she clearly states her wish and thereby meets the criterion of Level 
II: “That’s what annoys me, I know she knows I’m going to say yes. And I 
haven’t got the guts to turn around and say, No. And I wish I had” (2-24). 
In addition to identifying her wish, June also exhibits in this statement an 
appreciation of the causal associations between her internal and external 
experiences (Level III) as well as the conflicted nature of her internal expe- 
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riences (Level V). There are frequent instances throughout the transcript 
where June demonstrates an appreciation of some inner conflict, for exam- 
ple, “Yeah, I get annoyed but don’t say anything about it” (2-18). It is evi- 
dent that June also meets the criterion for Level IV: “... but the feelings are 
always there, so it may be it did trigger something off I don’t know” (end of 
2-10). This statement suggests that June is aware that her feelings are being 
triggered by something outside of her awareness. 

With regard to the scale’s higher levels, June acknowledges very early in 
the session that she is engaging in defensive maneuvers. Referring to the pre- 
vious session, she states, “I seemed to sort of block it out a bit at first” (2-2). 
In terms of the problem of her irritability, she is also aware of her use of the 
defense of displacement: “... and I just took it out on everybody” (2-3). 
June’s appreciation of her own defenses suggests a high level of PM, garner- 
ing a rating of 8 on the 9-point PMAP scale. June does not identify the fear 
that is associated with her conflicted internal experience (Level VII). The 
therapist explores June’s fear of what might happen if she were to say no to 
her sister regarding babysitting her children (2-25). June hints at the fear of 
her sister’s anger (2-34) and her fear of being replaceable (2-26). However, 
the true basis of her fear does not become clear in this session. Nevertheless, 
June displays high PM during this dialogue with her therapist. 

Regarding the dimension of QOR, the transcript does offer insights into 
June’s current relationships with family members. By reviewing Tables 4.2 
through 4.4, the reader can appreciate that the QOR assessment relies on 
information from the subject’s entire relationship history. Unfortunately, 
there is no material describing June’s romantic relationships or her earlier 
relationships with her family, that is, before she was diagnosed with diabe- 
tes. Nevertheless, the material that is provided is certainly informative 
about her QOR. The parents are presented as concerned and involved on 
one hand yet overprotective and somewhat intrusive on the other. June’s 
conflicted response to her parents, especially her father, is identified in sec- 
tion 2-86: “We’re all big enough now to be able to look after our health. But 
we still feel in front of them ... like little kids. He doesn’t ... consciously 
he’s never made us feel like that, but there’s something about what he says, 
there is something there that makes you think, well hold on, we can’t do 
that in front of him.” 

June’s description of her relationship with her parents is consistent with 
the antecedents for the Controlling level of the QOR dimension (see Tables 
4.2-4.4). Although she feels loved and cared for by them, June also feels 
infantalized and controlled by them. She becomes secretive to avoid their 
disapproval (2-85) and also to protect them (2-84): “I don’t like smoking 
with family, because I know it hurts them.” She rebels against their control 
by displaying a lack of healthy self-care, for example, “oh I didn’t eat for one 
day, and then I had some whiskies and a few fags, another Chinese take- 
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away” (2-59). The manner in which June’s rebellion manifests itself actually 
serves to underscore her irresponsibility. In turn, this irresponsible self- 
care behavior would unwittingly serve as an invitation to her parents to 
continue their intrusive, overprotective stance with her. 

The health-threatening, if not life-threatening, consequences of her rebel- 
lion might also suggest the presence of more primitive aspects in June’s ob- 
ject relations. However, we do not have precise information about criteria 
consistent with the Primitive level. What we do know further supports the 
criteria for the Controlling level. Specifically, despite her resentment, June 
continues to feel very responsible for her sister and her sister’s children. In- 
deed, as the therapist says, “You’re much more responsible with other peo- 
ple than you are to yourself, aren’t you” (2-56)? Furthermore, although 
June does not have a current boyfriend, she assumes that a romantic rela- 
tionship would be characterized by him being “under [her] feet” (2-65). 
That assumption prompts the therapist to clarify that, “A boyfriend isn’t 
like a dog, where you just looked after him. ... He’d actually have to have 
responsibility for you too” (2-66). The transcript thus suggests that June 
tends to engage in caretaking of others, a stance that is consistent with the 
behavioral criteria for the Controlling level. 
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This chapter reviews the evidence on outcome and the major factors con- 
tributing to progress and outcome in brief psychodynamic therapy (BPT). 
Our aim in the first of the two main sections of this chapter is to address 
the question of whether BPT is an effective form of therapy. In doing so, we 
present two types of outcome studies: meta-analysis, which aggregates the 
results of many studies that compare BPT to treated or untreated groups, 
and more recent individual studies that compare BPT to other brief thera- 
pies or to long-term psychoanalytic therapy. 

In the second section, we present the empirical literature on three sa- 
lient factors related to therapeutic progress and outcome in BPT. The first 
factor, which we explore in some depth, is the role of therapists’ adher- 
ence to a psychodynamically formulated focus and its effect on progress 
and outcome. The second factor is patient suitability: Among diagnostic 
groups that have been studied empirically, who is best served by these 
methods? Diagnoses reviewed include depression, opiate dependency, 
bulimia, panic disorder, psychosomatic disorder, and personality disor- 
der. The third area examined is “the dose-effect relationship,” that is, the 
relationship of number of therapy sessions to percentage of patients im- 
proved. Finally, we suggest areas for future investigation and pose ques- 
tions for the reader’s reflection. 
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EVIDENCE ON OUTCOMES OF BRIEF 
PSYCHODYNAMIC THERAPY 


Meta-Analysis 


In this procedure individual findings from a large number of studies are ag- 
gregated by employing a common metric known as an effect size. Effect size 
expresses the difference between the means of treated versus untreated 
groups compared in standard deviation units. Much of this research is on 
mixed diagnostic groups. There have been three meta-analyses of brief 
psychodynamic therapy: Svartberg and Stiles (1991), Crits-Christoph (1992), 
and Anderson and Lambert (1995), each employing somewhat different cri- 
teria for selecting studies. 

The Svartberg and Stiles (1991) meta-analysis included 19 studies ap- 
pearing between 1978 and 1988, many of which were seriously flawed from 
both methodological and clinical standpoints (see Messer & Warren, 1995). 
Svartberg and Stiles defined their inclusion criteria as group designs that in- 
cluded BPT along with either a no-treatment control or an alternative 
group, or both, and two of the following: the underlying theory of the ap- 
proach was psychodynamic, the stated goal was the acquisition of insight 
or the achievement of personality change, and the techniques emphasized 
interpretation and transference. In addition, there had to be a conceptually 
planned brief duration of treatment of fewer than 40 sessions. 

BPT showed a small but significant superiority to the no-treatment con- 
dition at termination of therapy, but this advantage had disappeared by 1- 
year follow-up. However, those studies that included such a follow-up aver- 
aged only 6.8 sessions in duration, which the authors pointed out (and the 
dose-effect relationship studies described later confirms) were not enough 
time for BPT to show its benefits. Compared with alternative approaches 
such as behavioral or cognitive therapy, BPT was inferior at posttreatment, 
equivalent at 6-month follow-up, and inferior at 1-year follow-up. 

The Crits-Christoph (1992) meta-analysis was more exacting in the selec- 
tion of studies than that of Svartberg and Stiles (1991): Only two studies 
overlapped and almost all of the studies in Crits-Christoph (1992) appeared 
after 1988. The selection criteria were use of a specific form of BPT as repre- 
sented in a manual-like guide (a criterion that has become de rigueur in 
comparative studies); the comparison of BPT and either a waiting list con- 
trol condition, an alternative therapy, medication, or a nonpsychiatric treat- 
ment (such as a self-help group, drug counseling, or low contact treatment); 
and the study’s provision of the information necessary to calculate effect 
sizes. Two other important criteria were a minimum of 12 sessions and ther- 
apists who were experienced in conducting BPT. The outcome measures 
compared included target symptoms, general level of psychiatric symp- 
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toms, and social functioning. The results of the meta-analysis of the 11 stud- 
ies reviewed indicated that BPT demonstrated large effects compared to 
the waiting list control, slight superiority to the nonpsychiatric treatments, 
and equal effects to other psychotherapies and medication. 

A third meta-analysis by Anderson and Lambert (1995) included 26 stud- 
ies, 10 of which overlapped with those in the Crits-Christoph (1992) review. 
BPT was found to be superior to no treatment and equivalent to alternative 
therapies. BPT showed a small but significant superiority to the alternative 
treatments when follow-up was conducted after more than 6 months. In 
brief, according to the two more representative meta-analyses, being in 
BPT is much better than not being in therapy, but is no better and no worse 
than being in other bona fide therapies such as cognitive behavior therapy 
or receiving medication. It is possible that longer-term follow-up would re- 
veal differences among these therapies. 

Luborsky et al. (2002) performed a meta-analysis of 17 meta-analyses 
(known as a mega-analysis) comparing active treatments including BPT with 
each other. There was only a small and nonsignificant effect size (d = .20) 
due to treatment effect, which shrank even further (d = .12) when corrected 
for researcher theoretical allegiance. Messer and Wampold (2002) argued 
that even these small effects are an overestimate of the true difference, 
which is close to zero. Luborsky et al.’s results were very similar to those of 
Grissom (1996) who meta-analyzed 32 meta-analyses of comparative treat- 
ments. These meta-analyses reinforce the Crits-Christoph (1992) and Ander- 
sen and Lambert (1995) findings of no differences among bona fide thera- 
pies (i.e., those that have a considerable theoretical, empirical and clinical 
literature to back them up). 


Individual Studies Comparing BPT to Other Brief 
Therapies and to Long-Term Therapy 


Several randomized controlled trials comparing BPT to other therapies have 
appeared since the last meta-analysis in 1995. In general, these have sup- 
ported the results of the meta-analyses. In one, BPT was compared to sup- 
portive therapy for patients with mixtures of depression, anxiety, low self- 
esteem, and interpersonal conflict (Piper, Joyce, Azim, & McCallum, 1998). 
Both treatment groups showed significant improvement according to statisti- 
cal and clinical criteria but did not differ from each other. At 6-month and 12- 
month follow-up, improvement was maintained, again with no difference be- 
tween treatments (Piper, McCallum, Joyce, Azim, & Ogrodniczuk, 1999). 

In two other studies, depressed patients were treated with either 8 or 16 
sessions of either cognitive-behavioral or psychodynamic-interpersonal 
therapy. In the first (Shapiro, Barkham, Rees, Hardy, Reynolds, & Startup, 
1994), there were substantial gains that were maintained at 3-month and 1- 
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year follow-up with few differences between the therapies (Shapiro et al., 
1995). The more severely depressed patients improved more with 16 versus 
8 sessions. In a replication of this study (Barkham et al., 1996), gains in both 
treatments were large and approximately equivalent. However, gains were 
not maintained as well by patients in this study as in the earlier one, proba- 
bly due to the greater severity of their depression. Overall, clients again did 
better in 16- versus 8-session therapy. 

To summarize, these individual studies show equivalence of different 
kinds (but not different lengths) of brief therapy, reflecting the modal find- 
ing of other controlled comparisons, meta-analyses, and the Luborsky et al. 
(2002) mega-analysis. 

In a comparison of short-term (M = 22 sessions) to long-term (M = 76 ses- 
sions) psychoanalytic therapy, outcomes were equivalent. However, ac- 
cording to the cost-benefit analysis of time expenditure by both therapists 
and patients, short-term therapy was superior (Piper, Debbane, Bienvenu, 
& Garant, 1984). 

In brief, the studies of outcome largely converge on the conclusion that 
BPT is an effective form of therapy compared to waitlist controls, that it is 
as effective but no more so than other bona fide therapies, and that it is 
more cost effective than long-term psychoanalytic therapy. We turn now to 
a consideration of the factors of focality, diagnosis, and number of sessions 
as predictors of progress and outcome in BPT. 


FACTORS RELATED TO OUTCOME IN BRIEF 
PSYCHODYNAMIC THERAPY 


The Importance of Focus in Progress and Outcome 


The question of whether therapist adherence to a psychodynamic focus 
correlates with treatment progress and outcome is significant particularly 
for short-term psychodynamic therapy in which the brevity of treatment 
requires an early and well-articulated focus (Messer, 2001b). In general, 
brief therapists have adhered rigorously to a focal theme that is formu- 
lated at the outset of therapy (e.g., Binder, 1977; Malan, 1976a). The ques- 
tion then turns to whether the empirical literature supports the value of 
such adherence. 


What Is a Focus? 


Malan (1976b), a pioneer in the development of the BPT drive or struc- 
tural model, described “focality” (p. 11) as the therapist’s attempt to ad- 
dress the patient’s “basic neurotic conflict” (p. 13). The therapist must first 
derive a psychodynamic formulation of the patient’s problems and then use 
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this guiding conception strategically to devise and offer interventions to the 
patient (e.g., interpretations, clarifications, reflections, etc.). The therapist’s 
adherence to the focus has also been referred to as accuracy, congruence, 
suitability, compatibility, correspondence, and correctness (Piper, Joyce, 
McCallum, & Azim, 1993). Drawing on the writings of Menninger (1958), 
Malan (1976a, 1976b) used a schematic of two triangles as a conceptual 
framework for formulating a person’s dynamics and as a way to guide treat- 
ment focus. The triangle of conflict describes the relationship among im- 
pulses or feelings, defenses against them, and the anxiety or other inhibi- 
tory affects such as shame or guilt that occur when the defense fails. The 
triangle of person refers to interpersonal relationships from the patient’s 
past, in the present, and with the therapist (i.e., the transference). Interven- 
tions regarding impulses, defenses, and consequent anxiety are made in 
connection with the figures on the triangle of person. 

Malan (1976b) correlated therapist interpretations along the lines of the 
focus with treatment outcome. Interpretation was defined as “any interven- 
tion in which the therapist suggests or implies an emotional content in the 
patient over and above what the patient has already said” (Malan, 1976b, p. 
213). He found a moderate relationship between focality of interventions 
and therapeutic outcome. Although he was one of the first to study empiri- 
cally therapist focal adherence, his study had several methodological prob- 
lems such as using therapist notes dictated from memory rather than ses- 
sion transcripts as his main data source and no control groups. 

Several other methods have been developed subsequently to formulate 
a patient’s core problems as elaborated on by Eells and Lombart (chap. 6, 
this volume). The psychometric properties and construct validity of these 
methods have been described in a review by Barber and Crits-Christoph 
(1993) and in a book edited by Eells (1997). One of the most thoroughly 
studied ways of formulating a focus is the core conflictual relationship 
theme method (CCRT; Luborsky & Crits-Christoph, 1990). In this approach, 
independent judges derive a formulation from transcripts of patient narra- 
tives based on three components: the person’s wishes, needs, feelings, or 
all of these toward others; the other’s responses; and the subsequent reac- 
tions of the person. 

Another approach to formulation of a focus is the Plan Diagnosis Method, 
later renamed the Plan Formulation Method (PFM; Curtis, Silberschatz, 
Weiss, Sampson, & Rosenberg, 1988). Based on a cognitive psychoanalytic 
theory developed by Weiss, Sampson, and the Mt. Zion Psychotherapy Re- 
search Group (1986), patients are said to have developed unconscious 
pathogenic beliefs in childhood and enter therapy with the intent of dis- 
confirming and changing such beliefs. The PFM requires raters to define the 
patient’s plan, which is the set of conscious or unconscious beliefs patients 
have for disconfirming their pathogenic beliefs and behavior patterns. Using 
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material from the first few sessions, raters define the patient’s plan by iden- 
tifying patient goals, perceived obstacles to achieving the goals (or patho- 
genic beliefs), tests of the therapist to confirm or disconfirm the beliefs, and 
insights about the pathogenic beliefs (see Eells & Lombart, chap. 6, this vol- 
ume, for further elaboration of the CCRT and PFM). Adherence, or plan 
compatibility, is measured by the Plan Compatibility of Intervention Scale 
(Weiss, Sampson, & the Mt. Zion Psychotherapy Research Group, 1986). 

One example of defining a focus is found in the case of June, who re- 
ported many instances where things felt “incomplete.” She also felt “not 
cared about,” worthless, and rejected and came to believe that she didn’t 
deserve proper care. This theme affected both her own ability to care for 
herself as well as to elicit and receive care from others: Instead of accepting 
care, she rejected it. Therefore, just as she had ceased to attend to herself, 
so had others stopped caring for her. Focal interpretations might center on 
her core conflicts about self-care, including identifying her self-fulfilling 
prophecy and interpreting why she resists self-care. 


Relation of Focal Adherence to Outcome 


Crits-Christoph, Cooper, & Luborsky (1988) used the CCRT method to ex- 
amine the relationship of accuracy of therapist interpretations, as meas- 
ured by their agreement with the CCRT, to outcome. For the 43 patients 
studied, they found a moderately strong, statistically significant relation- 
ship between accuracy of interpretation and treatment outcome. In particu- 
lar, focal accuracy of the patient’s main wishes and responses from others 
reliably predicted the best treatment results. The authors concluded that a 
helpful therapeutic strategy is to focus on the patient’s stereotypical pat- 
terns of needs and wishes as well as responses of others rather than limit 
the focus to the patient’s typical responses to others. 

In one of the earlier studies to suggest that focal adherence may be re- 
lated to outcome, Horowitz, Marmar, Weiss, DeWitt, and Rosenbaum (1984) 
studied 52 bereaved patients to look for relations between therapist actions 
and outcome. They found that greater efforts on the part of the therapist to 
clarify the focus of treatment were related to improved patient relation- 
ships. However, the authors cautioned that, given the number of correla- 
tions they performed, the result might have been due to chance. 

Some studies have examined patient characteristics, including the focal 
suitability of patients’ problems, as essential variables in the relation be- 
tween focus and outcome. In a group of 22 patients treated with BPT, clini- 
cal judges rated the degree to which the patients’ problems could be 
encompassed within an oedipally-toned circumscribed focus (Hgglend & 
Heyerdahl, 1994). The oedipal features included problems in competition 
and achievement, rivalry, problems with authority figures, fear of responsi- 
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bility, inhibited anger, and guilt over sexual intimacy. Patients for whom 
such a circumscribed conflict could be clearly identified had the most fa- 
vorable dynamic change in a 4-year follow-up. 

Piper et al. (1993) examined the effect of patient characteristics on the re- 
lation between focal transference interpretations and outcome. They were 
particularly interested in patients’ level of quality of object relations (QOR), 
which is defined as a person’s internal enduring tendency to establish cer- 
tain types of relationships ranging from primitive to mature. Earlier work 
(Piper, Azim, Joyce, & McCallum, 1991) demonstrated that the concentra- 
tion of transference interpretations, regardless of focality, was inversely 
proportional to measures of alliance and outcome in high-QOR patients 
such that a high dose of transference interpretations was associated with 
worse outcome for such patients. 

In the Piper et al. (1993) study, they again examined the relationship be- 
tween concentration or number (quantity) of focal transference interpreta- 
tions and outcome. In addition, they studied correspondence or accuracy 
(quality) of adherence to dynamic focus of transference interpretations 
with outcome. Focal correspondence was based on formulations devised 
by the therapist after the patient’s first two sessions, and independent rat- 
ers judged the extent of the correspondence. The researchers found that a 
patient’s characteristic QOR plays a significant role in mediating the effect 
of therapist transference interpretations. For high-QOR patients, greater fo- 
cal correspondence of transference interpretations was associated with 
better outcome but only when delivered at low concentration or dosage. 
For low-QOR patients, the greater the concentrations of focal transference 
interpretations the lower were both alliance and outcome measures. 

Using data from separate studies in Edmonton, Canada and Oslo, Nor- 
way, Hgglend and Piper (1995) also examined the relationship between fo- 
cal adherence and QOR. The process for finding a focus differed between 
teams. In Edmonton, dynamic formulations were derived solely by the ther- 
apist, whereas in Oslo it was by consensus of the therapist with several cli- 
nicians who observed an interview with the patient. In both studies focal 
adherence was associated with positive outcome in high-QOR patients and 
negatively associated with outcome in low-QOR patients. Such findings rein- 
force the evidence that maintaining a focus consistent with the dynamic for- 
mulation is associated with good outcome for patients with a high quality of 
object relations as long as the dose of transference interpretations is not 
too high. 

These results suggest the important clinical implication that knowing a 
patient’s level of QOR can help clinicians determine what level of focal ad- 
herence to employ. Although it is often posited that lower functioning cli- 
ents need more structured treatment, a less focused therapy in which pa- 
tients are enabled to speak with less emphasis on specific focal content 
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may actually be indicated for low-QOR patients. Being thus less restricted 
may allow them to build trust in the relationship. 


Relation of Focal Adherence to Therapy Progress 


Using the PFM, Silberschatz, Fretter, and Curtis (1986) hypothesized that 
therapist interpretations that are plan compatible would be effective in 
bringing about patient progress whether or not they were transference re- 
lated. Judges derived formulations according to the PFM. They subsequent- 
ly rated therapist interventions as interpretations or noninterpretations, 
distinguishing transference from nontransference interpretations. Focal ad- 
herence was measured using the Plan Compatibility of Interventions Scale. 

As predicted, they found a significant positive correlation between suit- 
ability of interpretations, that is, those that were along the lines of the 
patient’s plan, and progress as rated on the Experiencing Scale (Klein, 
Mathieu, Gendlin, & Keisler, 1970). Comparing good versus poor outcome 
cases, they also found high percentages of suitable interventions in the two 
good outcome cases but higher percentages of antiplan or ambiguous inter- 
pretations in the poor outcome case. Although their data set consisted of 
only three cases, this study inspired further research in tracking moment- 
to-moment therapeutic progress following therapist interpretations. Thus, a 
therapist sticking to a plan or focus helps to move the therapy forward. 

Based on an earlier randomized controlled trial of BPT, Joyce and Piper 
(1996) conducted an exploratory analysis of the relationship between a 
therapist’s focal interpretations and treatment process and outcome. Their 
interests were twofold: They hoped to categorize how patients respond to 
interpretations and to look more closely at what features of interpretations 
predicted certain patient responses. 

Joyce and Piper (1996) studied 60 cases of manualized BPT with patients 
matched on QOR, age, and gender and assigned to either immediate ther- 
apy or a delayed-therapy control group. In comparison to studies in which 
judges derived the formulations posttherapy, therapists derived their own 
formulations. An interpretation was considered focal if it included references 
to the triangle of conflict (i.e., wish, anxiety, and defense) or to transference 
interpretations that corresponded with the patient’s central emotional con- 
cern. Progress was measured by creating factor clusters of patient re- 
sponses such as “working involvement,” which indicated an increase in the 
patient’s engagement in the therapeutic process. 

Joyce and Piper (1996) found that focal correspondence interventions 
were advantageous to both therapeutic process and outcome. Interpreta- 
tions highest in focal correspondence were directly associated with in- 
creased working involvement. However, as reported previously (Piper et 
al., 1991), they also found that high frequency of transference interpreta- 
tions specifically had a negative outcome for patients with high QOR. These 
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results underscore the positive impact of focal interpretations and the ne- 
cessity of using transference interpretations sparingly. 

Employing the PFM, Messer, Tishby, and Spillman (1992) used single- 
case design to examine how the focal plan compatibility and quality of ther- 
apist interventions affected therapy process. To assess patient progress, 
they divided a 15-session therapy into early, middle, and late phases and 
developed a scale to gauge patient progress in response to therapist inter- 
ventions. The relationship between focal adherence and patient progress 
was strongest in the early (Sessions 4-7) and middle (Sessions 8-12) phases 
of therapy, which suggested to the authors that the emphasis on focal ad- 
herence is most important in the working through process of the early and 
middle stages of treatment. 

Also using single-case design, Tishby and Messer (1995) compared the ef- 
fects of therapist focal adherence according to two different plans. The 
question posed was, “Would therapist interventions along the lines of one 
plan lead to more progress than interventions along the lines of the other?” 
Each therapist intervention was rated according to its plan compatibility 
with both the Mt. Zion cognitive-dynamic viewpoint (Weiss et al., 1986) and 
with the Rutgers object relations based plan (Collins & Messer, 1991). The 
researchers examined patient turns-at-talk by means of the Rutgers Psycho- 
therapy Progress Scale (Holland, Roberts, & Messer, 1998). Therapist com- 
patibility of intervention with the object relations plan was significantly cor- 
related with progress in the early phase of one case and in the middle 
phase of both. Focal adherence of intervention along the lines of the Mt. 
Zion cognitive-dynamic plan, however, showed a negative association with 
patient progress. Thus, it appears that not just any focal interventions will 
do; they must resonate with the nature of the patient’s problems. 

To summarize this line of research, there is a significant association be- 
tween focal adherence and patient progress. Too high a dose of focal trans- 
ference interpretations, however, can be detrimental depending on the pa- 
tient’s QOR. Timing of focal adherence also seems to be an important 
variable, with evidence suggesting that the early to middle phases of ther- 
apy are most critical within the course of treatment. Further areas for inves- 
tigation are discussed later in the chapter. 


Diagnostic Criteria that Predict Outcome 


In this section, we look at which specific diagnostic groups are correlated 
with satisfactory outcome (see also Messer, 2001b). It should be noted that 
there are many studies of mixed diagnostic groups of patients—particularly 
affective and depressive disorders, adjustment disorders, and mild person- 
ality disorders—that are included in the meta-analytic and comparative 
studies described earlier. 
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Depression. As reported previously, Shapiro et al. (1994) found that pa- 
tients with depression profited from BPT, especially the 16-session treat- 
ment, although the more severely depressed patients did not maintain their 
gains as well as those less depressed (Barkham et al., 1996). In an effort to 
compete with the promotion of medication by different psychiatric groups 
as the treatment of choice for a variety of psychiatric disorders, the Ameri- 
can Psychological Association’s Division of Clinical Psychology set up a 
task force to review psychotherapy outcome studies of specific disorders 
or problems (Division 12 Task Force, 1996). BPT (in the form of Interper- 
sonal Therapy, or IPT) is included in their list of well-established “Em- 
pirically Supported Treatments” for depression (Chambless & Task Force, 
1998) and in its more traditional psychoanalytic variety as “probably effica- 
cious.” The latter designation suggests that not enough studies have been 
conducted yet to affirm its status as well established. 


Opiate Dependency. BPT (Luborsky’s supportive-expressive brief ther- 
apy; Luborsky, 1984) is listed by the Division 12 Task Force (1996) as “proba- 
bly efficacious.” 


Bulimia. BPT (in the form of Interpersonal Therapy) is listed as proba- 
bly efficacious. 


Panic Disorder. In an effort to determine whether BPT was effective in 
reducing the relapse rate of panic disorder, Wiborg and Dahl (1996) com- 
pared two treatment groups: one received clomipramine alone and the other 
clomipramine plus 15 simultaneous sessions of manualized BPT based on 
concepts and techniques from Davanloo, Malan, and Strupp and Binder 
(see Messer & Warren, 1995). All patients became free of panic attacks 
within 9 months. However, on removal of medication the relapse rate was 
significantly higher in the medication-only group. On follow-up, anxiety and 
panic attacks were again lower for the medication plus BPT group, demon- 
strating the utility of BPT. 


Psychosomatic (Somatoform) and Neurotic Disorders. Junkert-Tress, 
Schnierda, Hartkamp, Schmitz, and Tress (2001) conducted a naturalistic ef- 
fectiveness study of 75 patients categorized as having neuroses (affective 
disorders and mild to moderate anxiety disorders), psychosomatic disor- 
ders, or personality disorders. Patients were treated with 25 sessions of 
BPT, which emphasized “analysis of transference manifestations both in the 
actual therapist-patient relationship as well as in conflictual relationships 
outside the therapeutic dyad” (Junkert-Tress et al., 2001, p. 188). Therapists 
used the Strupp and Binder (1984) relational psychotherapy model as a 
guide. Across a number of patient and therapist measures including both 
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positive and negative introject and symptom status, the neurotic and psy- 
chosomatic patients showed significant improvement at termination of 
therapy as well as at 6-month and 12-month follow-ups. 


Personality Disorders. In the same study, Junkert-Tress et al. (2001) 
found that patients with personality disorders did much less well than the 
neurotic or psychosomatic patients, although they too showed some im- 
provement. The authors pointed out that results regarding all three diag- 
nostic groups should be interpreted with caution because there was no 
control group and the sample sizes were relatively small (n = 25 per group). 
On the other hand, the strength of a naturalistic study is that it reflects ac- 
tual conditions of practice more so than do controlled clinical trials. 

Heglend and others (Hgglend, 1993; Hoglend, Sørlie, Heyerdahl, Sorbye, & 
Amlo, 1993) studied the relationship between patient suitability and outcome 
in a BPT based on the approaches of Malan (1976a) and Sifneos (1972). The 
presence of a personality disorder was a negative predictor of psycho- 
dynamic change at both 2 and 4 years following termination of therapy. Paral- 
leling these results, Hardy et al. (1995) found that depressed patients with 
comorbid, Cluster C personality disorders (avoidant, obsessive-compulsive 
or dependent) showed less favorable response to a psychodynamic-inter- 
personal therapy than clients with a comorbid Axis I diagnosis. 

Barber, Morse, Krakauer, Chittams, and Crits-Christoph (1997) compared 
the improvement of obsessive-compulsive and avoidant personality disor- 
ders in Luborsky’s supportive-expressive therapy. The obsessive-compul- 
sive patients improved fairly rapidly, with 50% losing their diagnosis by 16 
sessions. However, it was not until 32 sessions that 50% of the avoidant pa- 
tients were similarly improved. Both groups showed substantial improve- 
ment in depression and anxiety by 16 and 32 sessions, but interpersonal 
problems remained unchanged. In another study of undifferentiated Cluster 
C personality-disordered patients, groups receiving Davanloo’s Short-Term 
Dynamic Psychotherapy (STDP; Davanloo, 1980) or another form of BPT 
called brief adaptive therapy improved more than a wait-list control (Win- 
ston et al., 1994). 

It would appear that some personality-disordered patients are helped by 
BPT, especially the milder ones, but that moderate to longer term therapy 
may be needed for the more severe cases and to show more substantial im- 
provement. 


Relation of Dose Effect (Number of Sessions) 
to Outcome 


In this way of studying factors that correlate with outcome of BPT, the num- 
ber of sessions (or dose) of therapy is related to the percentage of patients 
improved for that number (the effect). In the earliest of such studies, How- 
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ard, Kopta, Krause, and Orlinsky (1986) found that 55% to 60% of patients had 
improved by 13 sessions and 75% by 26 sessions in open-ended psycho- 
dynamic therapy. Borderline patients made gains more slowly than did the 
anxiety and depressive patients. Their review of the general psychotherapy 
literature yielded an even lower estimate of 8 sessions for 50% improvement 
but the same figure of 26 sessions for 75% improvement. Except for the 8 ses- 
sions finding, subsequent studies have tended to support these figures. For 
example, Kadera, Lambert, and Andrews (1996), employing the more strin- 
gent criterion of clinically (vs. statistically) significant change, found that 50% 
of patients had improved by 16 sessions and 75% by 25 sessions. 

Anderson and Lambert (2001) used a larger sample, a more varied group 
of therapists, and combined the data with those of the previous study. Simi- 
lar to Howard et al. (1986) they found that 13 sessions were necessary be- 
fore 50% of outpatients attained clinically significant change. Once again, 25 
sessions were required for 75% of patients to show such improvement. 
(Based on a sample of 10,000 patients collected under much less controlled 
and reliable conditions, Lambert, Hansen, & Finch, 2001, reported that 21 
sessions were required for 50% of patients to achieve clinically significant 
change.) However, many of these studies lack a focus, goals, and other 
characteristics of brief therapy, which, if employed, might have made the 
therapies more time efficient. In sum, it probably takes between 8 and 16 
sessions for 50% of patients to improve and about 25 sessions for 75% of pa- 
tients to show gains. (It should be noted that change often refers to symp- 
tom improvement or feeling and functioning better but typically does not 
include other kinds of outcomes measures valued in particular by experien- 
tial and psychodynamic therapists (Messer, 2001a). 

The overall results have been refined by examining separately the rate 
of change for well-being, symptoms, and life functioning. Howard, Lueger, 
Maling, and Martinovitch (1993) reported that feelings of well-being re- 
spond most rapidly, followed by symptoms, and last by changes in interper- 
sonal and social functioning. These findings have been confirmed for ther- 
apy in general (Lutz, Lowry, Kopta, Einstein, & Howard, 2001) and BPT in 
particular (Hilsenroth, Ackerman, & Blagys, 2001) and extended by Lutz et 
al. to a study of different diagnostic groups. In accordance with predictions, 
the following was the descending rank order of improvement: adjustment 
disorder, depressive symptoms, obsessive-compulsive symptoms, bipolar 
symptoms, and anxiety-related symptoms. 


FUTURE DIRECTIONS AND CONCLUSIONS 


As just discussed (i.e., dose-effect relationship), patient-focused research in- 
volves tracking patients’ ongoing progress across the course of therapy 
(e.g., Lambert & Asay, chap. 15, this volume; Lambert et al., 2001; Lueger et 
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al., 2001). If adherence to a focus tends to enhance treatment progress, a po- 
tentially fruitful area for investigation is to monitor therapists’ focal accu- 
racy during the course of treatment. In connection with such research, ther- 
apists could be given feedback as to how well the current focus is working 
and could then adjust their interventions accordingly. Supervisors also 
might be encouraged to tailor supervision to focal adherence. 

Research is also needed on diagnostic groups not yet carefully studied 
as well as on serious conditions such as suicidal ideation and behavior. Ina 
recent example of such research (Guthrie et al., 2001), a brief course of 
psychodynamic therapy was shown to reduce suicidal ideation and at- 
tempts at self-harm to a greater degree than usual care among patients who 
had attempted suicide. Adult patients presenting to an emergency depart- 
ment after an episode of deliberate self-poisoning were randomly assigned 
to four sessions of psychodynamic interpersonal therapy provided by 
nurse therapists once a week in the patient’s home or to usual care. Usual 
care involved referral to a psychiatry outpatient clinic for about a third of 
the patients, referral to an addiction service for a few, and advice to consult 
a general practitioner for the rest of the patients. 

Eighty percent attended a 6-month follow-up evaluation. Compared with 
the usual-care group, those who received the intervention scored signifi- 
cantly better on the Beck Scale for Suicidal Ideation (Beck, 1991) and signifi- 
cantly lower on the Beck Depression Inventory (Beck, Steer, & Brown, 
1996). During the follow-up period, 28% of those in the control group but 
only 9% of those in the intervention group had harmed themselves again 
(Guthrie et al., 2001). 

To summarize the overall thrust of the findings reviewed in this chapter, 
BPT, compared to waiting list controls, is generally well supported for 
mixed diagnostic and symptom groups and provisionally supported for 
about half a dozen specific diagnoses. Therapist intervention along the 
lines of a circumscribed psychodynamic focus is associated with better 
progress and outcome in BPT. Finally, regarding time as a predictive factor, 
it takes roughly 8 to 16 sessions for 50% of patients to improve and about 25 
sessions for 75% of patients to show gains in psychotherapy. 

June, the case study referred to in this book, has received nine sessions 
of psychotherapy. Therefore, statistically she has a good chance of showing 
significant improvement. There are a number of issues, however, about 
what kind of outcome criteria one might wish to consider in trying to distin- 
guish the efficacy of brief treatment in general and its effectiveness specifi- 
cally with June. The outcome could be assessed using an independent crite- 
rion such as blood glucose level because this was the concern of the 
referring medical practitioner. Indeed, at follow-up, June was found to have 
a blood glucose reading in the range signifying good control. Other meas- 
ures of improvement might include her ability to take care of herself and to 
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elicit and receive care from others. June’s demonstration of insight about 
her resistance may also help her sustain the gains. The psychodynamic 
psychotherapy used in this case was cognitive analytic therapy that empha- 
sizes having a clearly defined focus. The focus, however, could be defined 
in any number of ways and some of the options will be discussed by Eells 
and Lombart (chap. 6, this volume). The question for the reader is: How 
would you work with June along the lines of the focus, such as the one we 
provided previously, to ensure good progress and a satisfactory outcome? 
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Our goals in this chapter are to help the reader develop formulations of pa- 
tients for brief psychodynamic psychotherapy and to do so in an efficient, 
effective manner that is supported by empirical research. For at least two 
reasons, psychotherapy case formulation is crucial in today’s clinical envi- 
ronment. First, the increasing predominance of brief psychotherapy re- 
quires the clinician to formulate a focus and to treat quickly. This trend to- 
ward brevity requires the clinician to be active in therapy, to treat while 
formulating, and to select the most important and timely problems to work 
on. Second, today’s nosology for classifying mental disorders is primarily 
descriptive in nature rather than explanatory, creating a gap between diag- 
nosis and treatment that a formulation can fill. 

Psychodynamic case formulation has been a focus of research in recent 
years. Several methods have been developed and assessed for reliability 
and validity. We describe five of these methods and summarize the re- 
search supporting them. Although these methods were originally devel- 
oped for research purposes, the focus of our presentation is on applying 
them to routine clinical work. We show in step-by-step fashion how each 
method leads to a formulation. Later, we use one of these methods to for- 
mulate “June,” then show how the other four methods might add informa- 
tion to the formulation or might reshape it. Before presenting the formula- 
tion methods, we define case formulation and discuss four goals when 
developing a case formulation. We review some practical aspects of case 
formulation, discuss narrative communication as a wellspring of informa- 
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tion for formulation, and present a brief history of psychodynamic case for- 
mulation. 


DEFINITION OF CASE FORMULATION 


Case formulation is a core psychotherapy skill. It is the process by which 
the clinician posits hypotheses about the personal meanings, causes, pre- 
cipitants, and maintaining influences of a person’s psychological, interper- 
sonal, and behavioral problems. As a hypothesis, the formulation is subject 
to revision as it is tested and as new information comes forth. Although all 
patients may not need to understand the causes of their problems to get 
better, we believe that changing the personal meanings associated with 
problems is critical to resolving many problems that lead people to seek 
therapy. The focus on precipitants and maintaining influences of problems 
is a present-oriented focus and is based on the assumption that an explora- 
tion of behavior patterns and their associated meanings and connections to 
symptom onset and perpetuation is crucial to resolving those problems. 

A formulation helps organize information about a person. Patients often 
present with contradictions in their behaviors, emotions, and thought con- 
tent. A patient may declare that she or he has given up on love, yet this 
stance of resignation may belie a wish for love, support, and attention. A 
formulation should contain structures that permit the therapist to contain 
the contradictions and to categorize important classes of information with- 
in a sufficiently encompassing view of the patient. When this is accom- 
plished, the result is a structure facilitating the therapist’s understanding of 
and empathy for the patient. 

A formulation should provide a link to treatment by serving as a marker 
for change and as a predictor of change. A completed formulation may be 
viewed as an arrow drawn on a bow; it identifies goals, sets a trajectory, an- 
ticipates impediments toward goal achievement, and lists strategies and 
tactics toward those ends. 

Although we typically think of constructing a formulation of a specific indi- 
vidual, one can also formulate situations and disorders. Process-experiential 
and behavioral therapists share an emphasis on formulating situations, al- 
though in different ways. Experiential therapists such as Greenberg (Gold- 
man & Greenberg, 1997), deemphasize global formulations of individual pa- 
tients, instead focusing on a “moment-by-moment process of identifying the 
current determinants underlying the client’s painful or uncomfortable 
experience and/or the means by which that experience is being inter- 
rupted” (p. 406). Behavior therapists (e.g., Koerner & Linehan, 1997; Nezu, 
Nezu, Friedman, & Haynes, 1997) view the individual in an environmental 
context and examine how behavioral chains and contingencies of reinforce- 
ment produce and can correct problematic behaviors. 
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Although every psychopathology is unique, therapists may nevertheless 
be aided by considering prototypical formulations for specific diagnoses. 
These are theory and empirically based configurations that may apply to 
some but not all individuals with a particular disorder and may serve as 
only partial explanations. For example, one could formulate major depres- 
sive disorder as caused by anger turned inward, an inability to elicit posi- 
tive reinforcement from others, or a core belief of oneself as unlovable and 
worthless and of the future as hopeless. As another example, several re- 
ports indicate that individuals with panic disorder tend to have suffered 
early relationship losses (Kendler, Neale, Kessler, Heath, & Eaves, 1992; 
Shear, Copper, Klerman, Busch, & Shapiro, 1993). These prototypical formu- 
lations would then be revised and tailored according to the life story of a 
particular individual in treatment. Although prototypical and situational ap- 
proaches to formulation are important, our focus in this chapter is on for- 
mulating persons. 

Case formulation involves aspects of both content and process. Content 
aspects refer to the explanation or hypothesis itself. The content may com- 
prise several components that together paint a picture of the person. Al- 
though our focus is on content, the process aspects of formulation are also 
important because they help produce the information necessary to develop 
the content. Process refers to the clinician’s activities aimed at eliciting the 
information required to develop the formulation content, that is, how the 
clinical interview is conducted. 

Two general categories of information should be kept in mind during a 
formulation-eliciting interview. The first is descriptive information, which in- 
cludes demographics; the presenting problem as depicted by the patient; 
coping steps taken by the patient; any history of previous mental health 
care; medical history; and developmental, social, educational, and work his- 
tory. The second category is personal-meaning information, which refers to 
how the patient experienced and interprets the events described. If the pa- 
tient’s parents divorced when the patient was 6, it is important to learn the 
patient’s view of how that event affected him or her. How has it affected the 
patient’s thoughts, feelings, and behaviors in relationships? Both descrip- 
tive and personal-meaning information are important in a case formulation, 
but the latter is more crucial. In our experience, beginning therapists are of- 
ten much better at eliciting descriptive information and struggle to elicit 
personal-meaning information. It is easier to elicit personal-meaning infor- 
mation when one pays close attention to the narratives the patient tells. 
What are the roles the patient casts the self and others into? What interper- 
sonal transactions occur? Following the thread of the patient’s emotional 
meaning rather than adhering to a preconceived structure for the interview 
can help elicit personal-meaning information. By asking about or reflecting 
on a patient’s emotions, one is more likely to elicit the meaning of events 
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described. Personal-meaning information can also be elicited by remaining 
aware of the categories of information needed for the formulation and bas- 
ing questions accordingly. For example, several of the formulation methods 
seek wishes, fears, and transactional information. Therefore, if a patient de- 
scribes how an important person in his or her life behaved, the therapist 
could ask how the patient responded to that behavior or to speculate on 
the motivations of the other person. 


Four Goals of Formulation 


Ideally, a clinician should aspire to four goals when developing a case for- 
mulation. First, the formulation should paint a distinct portrait of a unique 
individual; it should not describe a person in general. At the same time, it 
should remain consistent with current scientific knowledge about personal- 
ity, psychopathology, development, and interpersonal relationships. Sec- 
ond, a formulation should be parsimonious and just comprehensive enough 
to serve its purpose in the therapy. The formulation should not contain ex- 
cessive or extraneous information or be so complicated that it fails as a 
practical guide to treatment. Utility is a key objective. Third, a formulation 
should strike the right balance between observation and inference. Low- 
level inferences are usually best for effective therapy and are more reliable 
(Eells, 1997b). These inferences are tightly linked to readily observable be- 
havior but go beyond those observations to a construction of their meaning 
and consequences. Inferences that go too deep may lack sufficient empiri- 
cal foundation and may not be meaningful or helpful to patients. The fourth 
goal of an ideal formulation is objectivity. A formulation should be about 
the patient and not the therapist. Researchers have extensively docu- 
mented many biases in clinical judgment that therapists are prone to com- 
mitting (e.g., Garb, 1998; Turk & Salovey, 1988). Further, psychoanalysts 
have long cautioned about the risk of therapists imposing their own psy- 
chological needs, characteristics, or problems on patients rather than see- 
ing those patients more objectively. 


Some Practical Aspects of Formulation 


A formulation should be written down, referred to during treatment, and re- 
vised when necessary; otherwise, the therapist is like a builder without the 
benefit of blueprints. A case formulation should also be systematically con- 
structed early in therapy, typically after the first one or two sessions and 
certainly within the first five sessions. With practice, a formulation can be 
constructed within a matter of a few minutes using notes and memories 
from early sessions. Efficient and high-quality work is facilitated by having 
an a priori set of formulation categories or “bins” in mind that one “fills in” 
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based on information provided by the patient and others. The formulation 
systems described later in this chapter provide examples. Research has 
shown that a formulation is more likely to be reliable and accurate when 
the therapist is guided by a structured and systematic formulation method 
(Eells, 1997a). 

Some therapists avoid constructing formulations for fear that they may 
limit the therapist’s openness to new experiences of the patient, may lead 
to a rigid view of the patient, or may place the therapist in an authoritarian 
role. On the contrary, a well-constructed and well-implemented formulation 
should facilitate openness to the patient and should help the therapist de- 
velop and communicate empathic understanding in the context of a collab- 
orative, mutually respectful relationship. As an expert in interpersonal com- 
munication and psychological problem solving, the psychotherapist should 
avail him or herself of the tools of the trade to facilitate the work. 

Therapists sometimes wonder whether and how a formulation should be 
shared with patients. In a sense, the entire therapy can be viewed as the 
construction, revision, and imparting of the formulation. Yet the question 
remains as to how explicitly the written formulation should be shared in a 
single session or intervention. Opinions are divided on this question. Some 
(e.g., Ryle & Bennett, 1997) recommend that the entire formulation be 
shared with the patient and serve as an explicit center point guiding the 
therapy. Others (e.g., Curtis & Silberschatz, 1997; Luborsky, 1997) believe 
that sharing the entire formulation in one intervention may be unwise be- 
cause it could overwhelm a patient, be too much to assimilate at once, be 
used by the patient in nontherapeutic ways, or be less therapeutic than let- 
ting the patient arrive at the formulation on his or her own terms. Instead, 
these practitioners advise that the therapist select portions of the formula- 
tion to be offered in succinct interventions and timed to match the current 
topic under discussion and the emotional state of the patient. Whichever 
approach one chooses, the intervention should enhance the therapeutic al- 
liance rather than detract from it. Further, one should not offer the entire 
formulation until one is reasonably confident of its accuracy. 


Narrative Communication: The Wellspring 
for Case Formulation 


Much has been written on the role of narrative in psychology as well as in 
psychotherapy more specifically (e.g., Bucci, 1995; Polkinghorne, 1988; 
Spence, 1982). This work ranges from viewing narrative as a root metaphor 
for science, as a scientific methodology, as a means of organizing informa- 
tion, and as a tool of communication and cultural transmission. We believe 
that narratives, which are the telling of stories, provide a goldmine of infor- 
mation useful to the therapist in case formulation. Although in this chapter 
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we cannot do justice to the richness of the literature on narrative, we make 
three key points about the role that narratives play in case formulation. 

First, psychotherapy is an attempt to alter the meaning system of suffer- 
ing individuals, and some researchers have posited that meaning is orga- 
nized in a narrative form (Bower & Morrow, 1990). Spence (1982) argued 
that the primary task of psychoanalysis is to repair damaged narratives 
through the relationship between patient and therapist. If meaning systems 
are organized in a narrative form, tapping into narratives is the most direct 
means of understanding the patient’s meaning system, a task of both formu- 
lation and psychotherapy. 

Second, the telling of narratives may be a particularly effective tool of 
change because narratives tend to bring affect and cognition together and 
are often interpersonally focused. By their nature, narratives are concretely 
rooted in space and time, are sequential and episodic, contain an inner 
logic, and may thus elicit deeper levels of experiencing than other forms of 
communication. Evidence suggests that this type of cognitive-emotional 
processing predicts success in therapy (Bucci, 1997). 

Third, narrative communication appears particularly apt for eliciting 
personal-meaning information, as described previously. It is useful for elicit- 
ing important elements of formulation in the methods we describe later in 
this chapter. These elements include a person’s wishes and fears, expecta- 
tions of others’ responses to their wishes and fears, how the patient in- 
ternalizes interpersonal experience, self concepts, concepts of others, and 
what mechanisms the individual uses to cope or defend against potentially 
distressing meanings. 


HISTORY OF CASE FORMULATION 


The modern psychotherapy case formulation can be traced to the medical 
examination and case history, which are rooted in Hippocratic and Galenic 
medicine. Hippocratic physicians emphasized viewing the individual as a 
whole in arriving at a diagnosis and encouraged the patient’s active involve- 
ment in his or her cure (Nuland, 1988). In contrast to their forebearers’ be- 
liefs in polytheism and mythological causes of disease, they based conclu- 
sions on observation, reason, and the belief that only natural forces are at 
play in disease. Hippocratic case reports provided many observable details 
about physical functioning then drew inferences from these observations 
before prescribing treatment. Galen’s contributions to modern medicine 
were his emphasis on experimentation and focus on physical structure and 
function as the foundation of disease. 
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Consistent with the tradition of Hippocrates and Galen, psychotherapy 
case formulations depend on close observation as a basis for inference. In 
accord with the holistic ethos of Hippocrates, a formulation should con- 
sider the patient from multiple dimensions, including the biological, psy- 
chological, and social. Also consistent with the Hippocratic view, psycho- 
therapists view active patient involvement in treatment as essential for 
success. Galenic influences are seen in inferences about psychological 
structure, including concepts such as the id, ego, and superego and more 
cognitive concepts such as self-representations, faulty reasoning processes, 
and maladaptive core beliefs about the self, others, and the world. 

Within this historical context, the content of a case formulation is influ- 
enced by multiple factors. Chief among these is the therapist’s worldview, 
that is, the basic axiomatic tenets that guide the therapist’s assumptions 
about people, the world, and the future. The therapist’s worldview in turn 
influences and is influenced by the therapist’s opinions on the nature of 
psychopathology and his or her approach to psychotherapy and how it 
works. A further influence is recent case formulation research. It is to these 
influences that we now turn, with a focus on the influence of psychody- 
namic theory. 


Psychodynamic Contributions to Case Formulation 


One’s approach to psychotherapy provides a framework for conceptualiz- 
ing patients. Psychoanalysis has had a pervasive effect on views of person- 
ality and psychopathology, as well as on our understanding of the psychiat- 
ric interview. Before Freud, the psychiatric interview was viewed simply as 
an opportunity for the patient to report his or her symptoms. Now we rec- 
ognize the interview as a vehicle through which the patient’s problems ex- 
press themselves; that is, interpersonal problems outside of therapy may 
be enacted within the therapy. 

Much of the research on case formulations grew from difficulties that 
psychodynamic investigators identified in achieving consistency among for- 
mulations developed by different therapists. The key questions asked are 
the following: Can case formulations be constructed reliably and validly? To 
what extent do formulation-based interventions predict psychotherapy out- 
come and processes? What does the formulation add to outcome? Can a 
formulation be used to understand psychopathological states? 

In 1966, Philip F. Seitz, a Chicago psychoanalyst, reported a 3-year effort 
to study the extent to which analysts agree in formulating the same clinical 
material (Seitz, 1966). Six analysts independently reviewed either detailed 
process notes or a set of dreams from a single case. Each analyst wrote an 
essay-style narrative addressing the precipitating situation, focal conflict, 
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and defense mechanisms at play in the case. The group distributed the for- 
mulations, giving each member the opportunity to revise his work based on 
the formulation of others, then met weekly to review their findings. The re- 
sults were largely disappointing in that consensus was reached on rela- 
tively few cases. 

The primary contribution of Seitz (1966) work is that it alerted the com- 
munity of psychotherapy researchers to the consensus problem. If psycho- 
therapy research aspired to be a scientific enterprise, progress had to be 
made in the consistency with which clinicians describe a patient’s prob- 
lems and way of managing them. Another contribution of Seitz was his de- 
lineation of why the clinicians failed to agree. One key problem was that 
group members made inferences at overly deep levels that seemed to stray 
too far from the clinical material, for example, making references to “phal- 
lic-Oedipal rivalry” and “castration fears.” Seitz also noted that the group 
relied too much on intuitive impressions and did not systematically and 
critically check their interpretations. 

Seitz’s (1966) paper achieved its stated goal and sparked research efforts 
to improve methods of case formulation. In the following decades at least 
15 formal methods for constructing case formulations have been developed 
and empirically tested. Most of these methods share several characteris- 
tics: They focus on relationship interactions expressed in psychotherapy 
sessions, they identify core relationship conflicts based on the frequency 
with which patterns are conveyed in therapy, they rely on clinical judgment 
rather than rating scales, they include provisions for testing the reliability 
and validity of the method, they emphasize relatively low-level inferences, 
they break the formulation task into components, and they reveal a trend 
toward psychotherapy integration. The following section describes the cen- 
tral psychodynamic methods. 


STRUCTURED CASE FORMULATION METHODS: 
THEORY AND RESEARCH 


In this section we describe several of the structured case formulation meth- 
ods frequently used in dynamic psychotherapy. The methods we describe 
are the Core Conflictual Relationship Theme (CCRT; Luborsky & Crits-Chris- 
toph, 1998), Configurational Analysis (CA; Horowitz, 1997), the Plan Formu- 
lation Method (PFM; Curtis & Silberschatz, 1997), Cyclical Maladaptive Pat- 
terns (CMP; Schact, Binder, & Strupp, 1984; Levenson & Strupp, 1997), and 
the Idiographic Conflict Formulation Method (ICF; Perry, 1997). We start the 
description of each method with basic underlying assumptions including 
dynamic explanation(s) used. This is followed by a summary of the ele- 
ments, steps involved in the method, and concludes with a brief summary 
of the available research. 
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Core Conflictual Relationship Theme (CCRT) 


The first of the structured formulation methods, the CCRT, was introduced 
by Lester Luborsky in 1977 (Luborsky, 1977). The CCRT is based on Freud’s 
(1958a, 1958b) concept of transference, which states that innate characteris- 
tics and early interpersonal experiences predispose a person to initiate and 
conduct close relationships in particular ways and in repeated fashion later 
in life. The goal of the CCRT is to reliably and accurately identify a patient’s 
central relationship pattern. The CCRT focuses on narratives a patient tells 
in therapy, identifying three key components within those narratives: an in- 
dividual’s wishes, expected responses of others, and responses of the self. 
The CCRT is applicable in everyday clinical use as well as in research. In 
day-to-day clinical use, therapists may note the relationship components as 
they arise in therapy and then infer a CCRT later. In the research context, 
trained judges first extract relationship episodes from therapy transcripts; 
a second set of judges then identifies each of the three key relationship 
components. The CCRT is operationally defined as the most frequently ob- 
served wish, response of other, and response of self, regardless of whether 
these components occur sequentially in the separate narratives. Based ona 
mixed group of patients in multiple studies (Chance, Bakeman, Kaslow, 
Farber, & Burge-Callaway, 2000; Luborsky & Crits-Christoph, 1998; Okey, 
McWhirter, & Delaney, 2000), the most frequent CCRT is a wish to be close 
and accepting; a response from others of rejection and opposition; and a re- 
sponse of the self marked by disappointment, depression, and anger. Lu- 
borsky (1997) does not recommend that therapists offer patients the entire 
CCRT in a single intervention but rather select portions that are most likely 
to be accepted by patients in the current context of the therapy. He also 
recommends that therapists link the CCRT to symptoms, focus primarily on 
wishes and responses from others because these are the most reliably iden- 
tified components, and focus on negative components of the CCRT but ina 
manner that enhances the therapeutic alliance. 

The CCRT is the most frequently researched of the structured case for- 
mulation methods. Crits-Christoph, Luborsky, et al. (1988) and Luborsky, 
Barber, and Diguer (1992) found adequate to good reliability in identifying 
the three components. Weighted kappas were .61 and .60 for wish of self, .68 
and .70 for response of other, and .61 and .71 for response of self. Other 
CCRT-related research findings are that approximately four narratives are 
typically told in a therapy session (Luborsky et al., 1992); interventions 
based on a patient’s CCRT predict psychotherapy outcome (Crits-Chris- 
toph, Cooper, & Luborsky, 1988); gaining mastery of the CCRT is associated 
with successful outcome in therapy (Grenyer & Luborsky, 1996); CCRTs de- 
rived from dreams are similar to those derived from waking life (Popp et al., 
1996); narratives told outside of a session are similar to those told in ses- 
sions (Barber, Luborsky, Crits-Christoph, & Diguer, 1995); greater consis- 
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tency of relationship patterns as measured by the CCRT is associated with 
greater psychopathology (Cierpka et al., 1998); and symptom onset seems 
closely related to central interpersonal conflicts of patients as measured by 
the CCRT (Luborsky, 1996). 


Configurational Analysis (CA) 


CA, developed by Mardi J. Horowitz (Horowitz, 1997), is similar to the CCRT 
in its focus on identifying a central relationship pattern but adds important 
elements. These elements include inferences about a patient’s states of 
mind, the assumption of multiple rather than single relationship patterns, 
and defensive control processes. States of mind are recurrent and distinct 
complexes of affect, cognition, experience, and behavioral propensities. 
They can be described using simple adjectives such as “depressed and 
helpless” or “angry and bitter”; in motivational terms (a wished-for or 
feared state); or according to the degree of affect modulation, or control, 
characterizing the state. According to Horowitz, states of mind are orga- 
nized by mental representations, or schemas, about interpersonal relation- 
ships and concepts about the self and others. These representations can be 
depicted in wish-fear-compromise configurations, which Horowitz (Horo- 
witz & Eells, 1977) called role relationship model configurations (RRMC). 
These describe desired, dreaded, adaptive compromise and maladaptive 
compromise relationship patterns. We describe RRMCs further in our case 
formulation of June. 

CA also includes a system for formulating an individual’s defensive con- 
trol processes. These are habitual ways an individual controls ideas and af- 
fect to maintain a well-modulated state of mind. For example, a patient 
might control a core belief of himself or herself as cold and unfeeling by any 
combination of the following processes: becoming somnolent or distracted, 
accusing others of being cold, being overly and inauthentically nice to oth- 
ers, or avoiding the topic of emotional closeness. A complete list of defen- 
sive control processes may be found in Horowitz (1997). 

The formulation steps in CA move from description to increasing de- 
grees of inference. They are describe clinically relevant phenomena; iden- 
tify the patient’s repertoire of states of mind; identify self, other, and rela- 
tionship schemas; and identify defensive control processes. Finally, the 
therapist plans goals and interventions specific to each category. 

Research on CA has shown a similar level of reliability to that shown by 
the CCRT, although the studies and the number of participants per study 
are fewer (Eells et al., 1995; Horowitz & Eells, 1993). Convergent validity for 
CA as well as for CCRT is suggested by the high level similarity between for- 
mulations independently constructed with each system (Horowitz, Lubor- 
sky, & Popp, 1991). Horowitz and colleagues (Horowitz, Ewert, & Milbrath, 
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1995; Horowitz, Milbrath, Ewert, Sonneborn, & Stinson, 1994) have also pro- 
vided evidence that states of mind can be reliably coded using psychother- 
apy transcripts and a standardized list of states. In a series of quantitative 
single-case studies of individuals responding to psychosocial trauma, Horo- 
witz and colleagues (Horowitz et al., 1995) found evidence of recurring emo- 
tional states, showed that shifts from well-modulated to less well-modulated 
states of mind are related to whether or not a patient is discussing a con- 
flict-laden topic (Horowitz et al., 1994), and showed that increased signs of 
defensive control processes occur when conflictual or unresolved themes 
are being discussed in therapy (Horowitz et al., 1993). A series of single-case 
studies has also shown convergences between formulations that are clini- 
cally derived and independently derived formulations based on ratings of 
self and significant others provided by patients (Eells, 1995; Eells, Frid- 
handler, & Horowitz, 1995). 


Plan Formulation Method (PFM) 


PFM, developed by John Curtis and George Silberschatz (Curtis, Silber- 
schatz, Sampson, & Weiss, 1994), follows earlier formulation work by 
Joseph Caston (1977, 1986) and is based on Joseph Weiss’ (1993) control 
mastery theory of psychotherapy. Control mastery theory assumes that 
psychopathology results from pathogenic beliefs stemming from traumatic 
events that are usually experienced in childhood. Weiss believed that pa- 
tients develop an unconscious plan to disconfirm these beliefs. The plan 
may involve testing the therapist through behavioral or verbal challenges 
or expressions of anger. The therapist must understand the purpose of 
these events to best help the patient. 

The goal of PFM is to identify, categorize, and test the key elements of 
control mastery theory. Five elements comprise a plan formulation: the pa- 
tient’s goals for therapy, the obstructions (pathogenic beliefs) that may in- 
terfere with achieving the goals, the traumas that produced the pathogenic 
beliefs, insights necessary to help the patient achieve the goals, and tests 
the therapist might expect from the patient as the patient attempts to 
disconfirm a set of pathogenic beliefs. For regular clinical use, these compo- 
nents can be inferred from the early sessions of psychotherapy. For re- 
search purposes, coders follow a five-step process. First, three or four 
judges who are versed in control mastery theory review transcripts from 
early psychotherapy hours and create a list of real and plausible alternative 
items for each formulation component. Second, a master list of goals, ob- 
structions, traumas, insights, and tests is compiled and randomly ordered 
within each component. Third, the judges review the master list and rank 
order each item according to its relevance to the patient. Fourth, mean rat- 
ings are obtained and rank ordered; those items ranking below the median 
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are discarded. Fifth, the group meets and consensually finalizes the most 
relevant items for each formulation category. The final formulation con- 
tains a description of the patient and his or her current life circumstance 
followed by the patient’s presenting symptoms and problems. Then the 
goals, obstructions, tests, insights, and traumas are listed. 

The reliability of the PFM is excellent (Curtis et al., 1994), although adher- 
ence among the clinical judges to an explicit theory of psychotherapy ap- 
pears essential. One interesting study (Messer, Tishby, & Spillman, 1992) 
showed that two independent research teams, one working from the con- 
trol master perspective and the other working from an object relationship 
standpoint, independently developed highly reliable plan formulations, but 
the two formulations correlated poorly with each other. Several studies 
have been published showing that the degree of a therapist’s adherence to 
the plan formulation predicts patient progress and outcome in psychother- 
apy (Silberschatz & Curtis, 1993; Silberschatz, Curtis, & Nathans, 1989; Sil- 
berschatz, Fretter, & Curtis, 1986). Patients appear to deepen their level of 
emotional experiencing subsequent to plan-compatible interventions as 
compared to plan-incompatible interventions. One study (Silberschatz et 
al., 1989) showed that achieving goals and insights, as listed in the formula- 
tion, correlates with standard psychotherapy outcome measures. 


Cyclical Maladaptive Patterns (CMP) 


CMP (Levenson & Strupp, 1997; Schacht, Binder, & Strupp, 1984) was devel- 
oped for time-limited dynamic psychotherapy (Strupp & Binder, 1984). The 
CMP provides a structure for understanding a patient’s circular interper- 
sonal behavior patterns that may be inflexible and lead to self-defeating, 
negative self-appraisals, and dissatisfaction in relationships. The method 
also addresses goals for therapy and how to stay focused on them. 

There are six basic elements to the CMP: acts of the self, expectations of 
others’ reactions, acts of others toward the self, acts of the self toward the 
self, the therapist’s reaction to the patient, and new experiences and new 
understandings to aim for in therapy. Acts of the self are the thoughts, feel- 
ings, behaviors, motivations, and perceptions the individual has about re- 
lating interpersonally. Expectations of others’ reactions are how the person 
expects others to react to him or her interpersonally. Acts of others toward 
the self are the individual’s perception of how people actually relate to him 
or her. Acts of the self toward the self are the individual’s attitudes and be- 
haviors toward himself or herself. The therapist’s reaction to the patient is 
considered important because it likely mirrors what others feel when relat- 
ing to the patient. This element is based on the TLDP tenet that the thera- 
pist will inevitably be drawn into the patient’s dysfunctional patterns and 
that the therapist can be more helpful when the reenactment is anticipated 
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and prepared for. New experiences and understandings are different and 
more effective ways of relating and the emotional appreciation for that dif- 
ferent behavior. This element also refers to identifying and appreciating 
one’s maladaptive interpersonal behavior patterns. 

Constructing a CMP-based case formulation involves nine steps (Leven- 
son & Strupp, 1997). First, the therapist lets the patient tell his or her own 
story without attempting to structure it while remaining attuned to how the 
story is told and to the patient’s interpersonal style. Second, one explores 
symptoms and problems and the interpersonal context in which they arise 
and are maintained. Third, the therapist probes for information necessary 
to sort interpersonal information into the categories described previously. 
Fourth, the therapist searches for common themes in the patient’s relation- 
ships across people, time, and situations. Fifth, the therapist looks at how 
he or she is pulled into reenactments of the patient’s interpersonal behav- 
ior patterns. Sixth, the patient is helped to examine his or her reactions to 
the relationship that is forming with the therapist. Seventh, from the histori- 
cal information and the therapist’s experience in the room with the person, 
a short narrative is developed using the first five elements. Next, based on 
that narrative, the therapist describes the new experience and new under- 
standing goals that will help the person relate more adaptively to others. 
Finally, the additional information one learns from the individual and from 
experiences with him or her should be used to revise and refine the CMP 
throughout therapy. 

Although TLDP has been extensively investigated (Strupp, 1993), the 
CMP method of case formulation has not yet been assessed rigorously for 
its reliability or validity. However, one study (Johnson, Popp, Schacht, 
Mellon, & Strupp, 1989) compared a CMP and a CCRT formulation based on 
the same patient and found considerable similarity. A more recent prelimi- 
nary analysis (Hartmann & Levenson, 1995) of patients with personality dis- 
order undergoing TLDP in a Veterans Administration setting found better 
outcomes were achieved when therapy stayed focused on topics relevant 
to the patients’ CMPs. The same study found that independent clinicians 
could agree on patients’ interpersonal problems after reading CMPs pre- 
pared by the treating clinicians after one or two sessions, suggesting that 
the CMP conveys meaningful information. 


Idiographic Conflict Formulation (ICF) 


Christopher Perry’s (1994, 1997) ICF focuses on motivational conflict and 
how the individual responds to this conflict. An explicit assumption of the 
method is that behavior is motivated. According to Perry (1997), motives 
have both psychological and biological bases, may operate unconsciously 
or consciously, and can be described most simply as wishes and fears. Un- 
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like the CCRT, CA, and CMP, the ICF does not explicitly incorporate a focus 
on object relations; instead, views about self and other are captured 
through the concept of wishes and fears. Many of these are about other 
people and involve the attainment and maintenance of self-esteem. The ICF 
does not explicitly lay out goals; instead, goals are implied in a person’s 
wishes and fears. 

The ICF is embedded in a developmental framework. In ICF, motives are 
organized according to the eight stages of Erik Erikson’s (1963) theory of 
psychosocial development. When a person experiences positive develop- 
mental experiences, motives may adapt or mature. 

The chief purpose of the ICF formulation is to “help the clinicians discern 
the conflicting motives that underlie complaints and symptoms” (Perry, 
1997, p. 140). The purpose of ICF-based therapy, in turn, is to help the pa- 
tient “improve handling of the motives, which requires using more adaptive 
defense mechanisms” (Perry, 1997, p. 140). In therapy, the clinician can 
track the individual’s adaptation to motives and the developmental matura- 
tion of motives as indications of therapeutic progress. 

Three components lie at the core of the ICF: wishes, fears, and resul- 
tants. Perry (1997) is careful to define dynamic wishes and fears. According 
to Perry (1997), a wish or fear is dynamic when it plays a causal role in a va- 
riety of overtly different behaviors, fantasies, and experiences. For exam- 
ple, a wish for self-esteem may affect a person in multiple spheres, whereas 
a wish for a particular job may not and thus would not be considered a dy- 
namic wish. Similarly, a fear of intimacy may affect a person in multiple 
ways, whereas a fear of heights may not. 

Procedurally, after conducting up to three psychotherapy assessment in- 
terviews and determining a descriptive diagnosis, the therapist infers be- 
tween two and four centrally important wishes that appear to broadly influ- 
ence the individual. Perry (1997) prepared a standardized list of these wishes 
as well as corresponding fears, each categorized according to Erikson’s 
(1963) psychosocial stages of development. For example, wishes based on 
trust versus mistrust include wishes to survive, to be protected from harm, 
to be near a significant other, and to be comforted and soothed. Wishes cate- 
gorized within the Eriksonian identity versus identity confusion stage include 
wishes for attention from the opposite sex, for a mentor or role model, and 
for belonging in a social group. For each wish, the therapist should list three 
to five observations that support its inclusion in the formulation. 

A similar process is followed to identify a set of central fears. These rep- 
resent negative beliefs, expectations, or experiences the individual wants to 
avoid. The therapist lists the fears that operate in opposition to the per- 
son’s wishes or to each other; the number of fears need not equal the num- 
ber of wishes. As in wishes, the therapist lists the observations that support 
inclusion of each fear. 
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The next step in ICF is to list the resultants of conflicts among wishes 
and fears, which Perry (1997) categories as either symptoms and symptom- 
atic behaviors or as avoidant outcomes. Resultants describe how the indi- 
vidual has adapted to conflicts that are either frequent, salient, or appear 
unresolvable. For example, a depressed mood (symptom), a pattern of fre- 
quent arguments (symptomatic behavior) or interpersonal withdrawal 
(avoidant outcome), may result from a conflict between a wish to communi- 
cate needs and a fear of being dependent on others. Symptoms are subjec- 
tive experiences of distress and may include mood states, recurrent nega- 
tive experiences, pathological beliefs, negative schemas, and overreactions 
to events. Symptomatic behaviors may include drug abuse, self-mutilation, 
arguing, stealing, difficulty maintaining employment, and trouble in inti- 
mate relationships. Avoidant outcomes are the characteristic ways the per- 
son avoids or mitigates experiencing conflicts, including any character 
pathology, defense mechanisms, characteristic handling of affect, and limi- 
tations in intimacy or achievement the individual uses to deflect awareness 
of conflicts. As with wishes and fears, the therapist generates a list of resul- 
tants then shows which conflict each resultant is related to. 

Two additional steps are involved in an ICF formulation. One is identify- 
ing the individual’s vulnerability to specific stressors, listing those that of- 
ten trigger the individual’s conflicts. At the end of treatment the individual 
should be able to face these stressors without experiencing negative resul- 
tants. The final step is to list the person’s best available level of adaptation 
to conflict. This list serves as a benchmark of the individual’s potential 
healthy functioning. 

Research on the ICF has shown adequate reliability for wishes (median 
weighted kappa = .64) and fair reliability for fears (median weighted kappa = 
.46; Perry, 1994). Concurrent validity for wishes in ICF was shown by their sig- 
nificant similarity to other formulation methods, including CCRT and plan di- 
agnosis (a precursor to the PFM; Luborsky, Popp, & Barber, 1994; Perry, 
Luborsky, Silberschatz, & Popp, 1989). Perry (1997) also examined the heuris- 
tic value of the Eriksonian (1963) developmental hierarchy. In a sample of pa- 
tients with personality disorders, many diagnosed with borderline personal- 
ity disorder, he found that about half of the total wishes and fears were 
categorized in Erikson’s lowest developmental stages (trust versus mistrust 
and autonomy versus shame and doubt). He also found that the borderline 
patients scored lower than patients with other personality disorders. 


CONFIGURATIONAL ANALYSIS OF JUNE 


In this section, we present a case formulation of June using CA. We chose 
CA because we are most familiar with it and because it is comprehensive, 
incorporating elements of other methods. After presenting our CA formula- 
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tion of June, we briefly discuss how the formulation might be changed if she 
were viewed from the perspective of the other methods. Readers may also 
compare our formulation with that derived from the standpoint of cognitive 
analytic therapy, which guided the actual treatment of June. 


Step |: Describe Clinically Relevant Phenomena 


We developed a list of the problems discussed by June and her therapist in 
their third therapy session. Most prominent is her tendency to blank out 
feelings and numb herself to keep from becoming overwhelmed. Other 
problems are not feeling “normal,” low self-concept, jealousy, resentment, 
and suicidal ideation. Her low self-concept is supported, among other state- 
ments, by her assertions that she does not “matter ninety percent of the 
time,” as well as by her negative body image. Her jealousy and resentment 
is related to wishing her relationship with her mother was more like that 
enjoyed by her sister. Her abuse is directed both inwardly (e.g., exercising 
poor diabetes management) and toward others (e.g., her outbursts of an- 
ger). 


Step 2: Identify Repertoire of States of Mind 


Using CA, we identified four key states of mind, which we organized in a 
wish-fear-compromise configuration, as shown in Fig. 6.1. June made only a 
few references to her wishes. Based on what she did say, we first inferred 
that she “wishes for affection and love.” If accurate, this wish should arise 
later in the therapy. It may be that June does not think she deserves to have 
wishes or have love and affection. It could also be that her blanked out 
state is so prominent that it blocks conscious access to more desired 
states. Second, we inferred a feared state in which she is “jealous, angry, 
and resentful.” June described jealousy of her sister’s relationship with her 
mother and resentment of her sister’s expectations for family childcare. 
Third, a more adaptive state we infer is that of “passively withdrawn and in 
control,” which provides her with a sense of greater self-control and secu- 
rity. The fourth state, which we label “blanked out and numb,” is the state 
that appears to have precipitated the current treatment. She described her- 
self as blanking out feelings and feeling numb to keep from being over- 
whelmed by emotion. 


Step 3: Identify Self, Other, and Relationship Schemas 


Figure 6.1 shows the RRMC we developed for June. We infer that she wishes 
to see herself as strong and normal and experience mutual affection and 
support with a loved one. However, when she shows affection she feels ex- 
ploited instead of supported and becomes angry. We infer that she at- 
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FIG. 6.1. Role relationship models configuration of June. 


tempts to resolve this wish-fear dilemma either by assuming a stance of ex- 
cessive responsibility as a caretaker for others or by withdrawing from 
them as a passive rebel and maintaining a sense of self-control. Her with- 
drawal and overresponsibility do not, however, meet her need for affection. 
She then tries to passively resist demands but eventually gives in. This 
leads to resentment and guilt, which she blanks out, and to self-neglect. 


Identify Defensive Control Processes 


June’s major defensive process is blanking out her emotions to keep from 
being overwhelmed. She uses self-numbing to keep from feeling hurt. She 
also turns anger inward and deals with disappointment passive aggres- 
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sively. In addition, she may somaticize and identify with her father’s pas- 
sive resistance, lack of perseverance, and abusive temper. 


Step 5: Application to Treatment 


With the CA case formulation as a focus for therapy, CA-styled interven- 
tions would focus on and flow from each of the previous formulation steps. 
The reader may wish to compare these with the interventions made by the 
cognitive analytic therapist. 


Clinically Relevant Phenomena. In therapy, we would work collabor- 
atively with June to establish a short list of goals for brief therapy. Working 
from the problem list, one goal would be to eliminate her episodes of blank- 
ing out. We would frame blanking out as an attempt to solve a problem, spe- 
cifically that of her wanting the love and affection of her family, not receiv- 
ing it, and responding with anger that leads to guilt. We might frame 
blanking out as her attempt to give herself a time out or vacation from fam- 
ily conflicts, and suggest she seek other, more satisfying ways of vacation- 
ing. We would also work on learning more appropriate and effective ways of 
expressing anger. 

A second goal would be to help her take appropriate responsibility for 
herself and others, rather than being overresponsible. We would gently 
challenge June to explore how her sense of overresponsibility may reflect a 
response to the dilemma of wanting affection yet not receiving it and feeling 
anger and resentment toward her loved ones. We would ask what she imag- 
ines would happen if she were less responsible for others, anticipating that 
she might feel that doing so would harm or destroy a loved one. In particu- 
lar, being less responsible toward her father might lead to a fear that father 
could not defend himself against her mother’s attacks. Noting that she iden- 
tifies with her father, we might wonder whether being less responsible to- 
ward her father might make her more open to her mother’s attacks. 

A third goal would be to increase appropriate self-care, certainly with re- 
gard to improved management of diabetes but also to grooming. Our hy- 
pothesis is that her self-neglect is displaced anger toward loved ones who 
do not provide her with affection and love. 


States of Mind. We would want June to recognize that she enters differ- 
ent states of mind at different times, and we would help her label the most 
predominant states. We would prefer that she provide her own labels rather 
than use ours. Because she appears least in touch with desired states, we 
would hope to identify these better and help her acknowledge them. We 
might ask whether she feels deserving of love and affection and if not, why 
not. We would work on enhancing her compassion for herself and encour- 
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aging her to have the courage to wish for good things for herself. In other 
words, instilling hope that she might gain love and affection, although not 
necessarily from her family, would be a focus. 


Self, Other, and Relationship Schemas. The RRMC summarizes infer- 
ences about self, other, and relationship schemas, and serves as the heart 
of the formulation in CA. We would use the RRMC to help June recognize 
her interpersonal wishes and fears and how they relate to her symptoms 
and maladaptive interpersonal behavior patterns. In particular, we would 
use the RRMC to help her recognize her need for affection and see the role 
that her anger plays in preventing her from meeting her needs for affection. 
As more information emerges about her relationship with her parents we 
might want to help June recognize that she may never gain the love and af- 
fection that she wishes from her parents, help her grieve this loss, and be- 
gin to work toward finding a relationship where she can gain love and affec- 
tion. We could also use the RRMC to help June work toward the goal of 
feeling strong, competent, and normal, as well as to take only appropriate 
responsibility. 


Control Processes. Our chief goal regarding June’s control processes 
would be to address the blanking out, presenting it not only as a maladap- 
tive attempt to solve a problem but also as an impediment to achieving 
what she wants in life. 


JUNE FROM THE PERSPECTIVE OF THE OTHER 
METHODS 


In this section, we discuss what might be added to our formulation of June 
if we took the perspective of the other methods discussed. 


CCRT 


The CCRT is contained within CA in the form of role relationship models. If 
we were to condense the RRMC to one central maladaptive pattern and to 
use Luborsky’s standard categories (Version 3; Barber, Crits-Christoph, & 
Luborsky, 1998), it would be that June’s primary wish of self is to be loved 
and understood; the response of others is rejecting and opposing; and the 
response of self is to be disappointed and depressed, although rejecting 
and opposing also appears to be a response of June’s. If using the “tailor- 
made” approach, we would change only the response of self category, add- 
ing three other responses: behaving overresponsibly toward others to 
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avoid guilt, resentfully giving in to the demands of others, and withdrawing 
to feel in control. 


PFM 


From the PFM perspective, we would identify June’s primary goal for ther- 
apy as that of achieving independence from her parents. Pathogenic beliefs 
may include the following: “My independence will harm my father and pos- 
sibly destroy him because he is so vulnerable and fragile”; or “If I am 
healthy and strong, I will lose what little love my parents have for me”; or “I 
need to be sick and weak in order to hang on to what little love my parents 
have for me.” The transcript of Session 3 does not go into June’s develop- 
mental history; therefore, we are not able to identify any traumas that may 
have led to the development of her pathogenic beliefs. We recognize, how- 
ever, that the source of those beliefs may not be a single traumatic event 
but could be the accumulated consequence of many disappointments. She 
alludes to her family as unaffectionate. As a child and adolescent she may 
have repeatedly sought affection from her parents and been repeatedly dis- 
appointed. Insights needed to achieve the stated goal could be that aban- 
doning her excessive responsibility for others and taking better care of her- 
self need not harm her parents or her relationship with them. A test we 
might expect in treatment is for June to turn passive into active by neglect- 
ing the therapist (e.g., being late for treatment or not coming for her ap- 
pointments). To pass the test, the therapist would need to respond by not 
becoming angry. Alternatively, a test may be to assert her independence in 
therapy (e.g., by disagreeing with the therapist or by skipping a session) 
and seeing whether the therapist appears wounded. 


CMP 


Like the CCRT, the CMP has much in common with CA. We believe that the 
RRMC captures the elements of the CMP except for the therapist’s reaction 
to the patient and the goals of new experience and new understanding. Of 
course, we can only speculate about how the therapist might react to June. 
Nevertheless, we might expect the therapist to experience frustration at 
June’s blanking out, passivity, continued poor self-care, and dependence; in 
addition, the therapist may experience an impulse to criticize or to make 
demands on June or to save June. We identify the following with regard to 
new knowledge and experiences we would hope for June: to understand 
how her symptoms are responses to frustrated wishes for love, to experi- 
ence a stronger need for love and affection, and to experience herself as 
someone who matters. 


6. CASE FORMULATION 139 
ICF 


The wishes and fears stated earlier would also be captured by the ICF. 
What the ICF can uniquely offer is information about the specific stressors 
that may activate June’s conflicts and her best available level of adaptation 
to conflict. Although June’s specific stressors are not readily available to 
us, we speculate that they involve interpersonal conflict and specifically sit- 
uations that call for adaptive self-assertion and those involving intimacy. It 
is also not clear what her best available level of adaptation to conflict is. We 
speculate that her level of adaptation to conflict in her family changed from 
blanking out to more adaptive withdrawal. In addition, her account of freely 
exchanging ideas with an assertive friend suggests that her best level of ad- 
aptation could be remaining engaged in stressful interpersonal exchanges 
and holding her own in them. 


CONCLUSIONS AND A RESEARCH PROPOSAL 


As we have noted, case formulation is a core psychotherapy skill. Numer- 
ous structured formulation methods have been developed in recent years, 
some of which have shown acceptable levels of reliability and validity. It is 
important to note, however, that these studies are based on mean ratings of 
multiple judges. Therefore, a formulation developed by an individual thera- 
pist should be viewed as tentative until sufficient data is gathered to sup- 
port it. The individual practitioner who does not have the benefit of a group 
to aid in formulation still can benefit from these case formulation methods. 
Using structured and systematic methods that include a fixed set of compo- 
nents should raise reliability above what it would be otherwise. Using these 
methods also helps organize clinical information and increases the compre- 
hensiveness and clarity of the formulation. In addition, a focus on low-level 
inferences should increase reliability and serve to keep interventions fo- 
cused more closely on what the patient says in therapy. Finally, some argue 
that it may not be necessary to have an accurate and comprehensive for- 
mulation initially. Instead it may be more important to have an explicit 
working hypothesis that can be tested with the patient then altered and im- 
proved as therapy proceeds. 

More research is needed on case formulation. First, it has not been 
shown unequivocally that working from a formulation leads to better out- 
comes than working without a formulation. Second, reliability and validity 
might be improved if formulation methods can be developed in an inven- 
tory format. Third, more studies are needed showing the effects in therapy 
of adherence to a formulation as compared to diverging from a formulation. 

As an exercise, we encourage the reader to refer to the case description 
of June and the formulation consistent with cognitive analytic therapy. Note 
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the similarities and differences between the cognitive analytic therapy for- 
mulation and each of the structured case formulation methods presented in 
this chapter. Compare and contrast the types of information each of the 
case formulation methods yields from the narratives patients tell in ther- 
apy. Generate a list of questions you might ask to elicit information neces- 
sary to develop each type of case formulation. We also encourage the 
reader to note the distinction between descriptive and personal-meaning 
information presented in this chapter. Make a list of each type of informa- 
tion provided by June in the session transcripts and develop a formulation 
integrating these two forms of information. 
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Modern theories of dynamic psychotherapy focus on the interpretation of 
maladaptive relationship patterns as the primary technique designed to in- 
crease self-understanding and relieve psychiatric symptoms. Therapists in 
training in dynamic psychotherapy are faced with the task of learning to 
formulate and deliver accurate interpretations. The primary goal of this 
chapter is to review the research literature on constructing interpretations, 
with particular attention to studies that evaluate the relation between inter- 
pretations and psychotherapy outcome, to enhance the ability of clinicians 
to develop interpretation skills informed by research. We first consider the 
definitions of interpretation and review the role of interpretations in the 
process of change as described in theories of dynamic psychotherapy. 

The term interpretation is generically used among dynamic theorists to 
refer to therapeutic interventions that are designed to foster self-under- 
standing. However, the definition of interpretation within dynamic models 
of psychotherapy has evolved over time. Freud (1912/1958) first described 
“stereotyped plates” as cognitive structures formed through early child- 
hood relationships that resulted in repetitive maladaptive interpersonal 
patterns throughout adulthood. Although the initial focus of psychoanaly- 
sis was on using interpretation to uncover the repressed memories re- 
lated to symptom formation, psychoanalysis later evolved to emphasize 
the interpretation of the products of Freud’s stereotyped plates, especially 
how the repetitive maladaptive patterns played out in the relationship 
with the analyst. 
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In 1954, Bibring defined interpretation as interventions that went beyond 
the patient’s awareness in helping the patient to understand how his or her 
behaviors are determined by wishes and thoughts. Modern theories of dy- 
namic psychotherapy such as Luborsky’s (1984) supportive-expressive (SE) 
psychotherapy and Strupp and Binder’s (1984) time-limited dynamic psy- 
chotherapy focus interpretations on maladaptive interpersonal themes. 
Within these models, interpretations can include interventions that help 
elucidate the components of the pattern, the consistency of the pattern 
across relationships, the historical development of the pattern, and the re- 
lation of the pattern to current symptoms. 

The definition of interpretation is further confounded by differential use 
of the term transference interpretation. Although the term transference is gen- 
erally used within modern theories of dynamic psychotherapy to refer to 
an individual’s tendency to repeat maladaptive relationship patterns, we 
use the term interpretation to refer to any therapist statement that has the 
intent of helping the patient to learn about his or her impairing relationship 
conflicts. We use the term transference interpretation to refer to the subtype 
of interpretation that helps the patient understand his or her relationship 
theme within the therapeutic relationship. 

Modern theories of dynamic psychotherapy have also provided more 
precise definitions of the interpersonal components of transference pat- 
terns. For instance, Luborsky’s (1984) model of SE specifies three main com- 
ponents that comprise a patient’s maladaptive interpersonal theme that he 
terms the core conflictual relationship theme (Luborsky & Crits-Christoph, 
1990). This core theme consists of the interpersonal wishes experienced by 
the patient within relationships, the perceived responses of others toward 
the patient, and the stereotypic and often maladaptive response of the pa- 
tient toward others. The SE model of treatment focuses on exploring narra- 
tives that the patient shares during psychotherapy to gather information 
needed to accurately formulate interpersonal wish and response patterns. 
This formulation is used by the therapist to develop accurate interpreta- 
tions of the impairing relationship conflicts. 

The goal of this research review is to inform the use of interpretations by 
therapists learning to implement dynamic psychotherapy. We first briefly 
review the literature that provides a descriptive account of the techniques 
used in dynamic psychotherapy, including a description of the format, con- 
tent, and frequency of interpretations within dynamic psychotherapy. As 
therapists learn to implement interpretations within short-term treatments, 
it is necessary to have an understanding of the frequency with which inter- 
pretations should be implemented and an appreciation of the extent to 
which interpretations in short-term dynamic treatments focus on various 
other people and time frames. 
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We then review studies evaluating the consistency of interpersonal 
themes across the narratives that patient’s share during psychotherapy be- 
cause the therapist uses the material in these narratives to formulate the 
patient’s maladaptive interpersonal patterns and to construct interpreta- 
tions. The bulk of our research review focuses on studies that examine the 
relation of interpretation to psychotherapy outcome. These studies include 
first investigations that examine the frequency and accuracy of interpreta- 
tions in the prediction of outcome followed by studies that examine the use 
of transference interpretations in relation to treatment outcome. Each sec- 
tion of this review is followed by a summary of findings that might be trans- 
lated into clinical practice. Although the research literature might be quite 
informative, we provide only tentative clinical recommendations. Many 
more studies with adequate statistical power need to be conducted before 
we can make definitive recommendations regarding the role of interpreta- 
tions in the process of dynamic psychotherapy. 

We conclude the review with a summary of recommendations for future 
research. Finally, we provide an exercise designed for beginning therapist 
to help them begin to learn how to extract relationship patterns from the 
narratives that are shared during dynamic psychotherapy and to formulate 
possible interpretations. 


FREQUENCY, CONTENT, AND FORMAT 
OF INTERPRETATIONS IN DYNAMIC 
PSYCHOTHERAPY 


Dynamic psychotherapy is a broad rubric encompassing a variety of thera- 
peutic treatments that have in common the use of interpretations to help al- 
leviate psychiatric symptoms. Studies that have investigated the preva- 
lence of interpretative statements within naturalistic (non-manual guided) 
dynamically oriented treatments have demonstrated the diversity across dy- 
namic psychotherapies in the definition and use of interpretations. For in- 
stance, Hill, Helms, Tichenor, and Spiegel (1988) reported that 8% of therapist 
utterances within psychoanalytic psychotherapy sessions were classified as 
interpretations. Stiles (1979) classified a much higher rate of therapist utter- 
ances within psychoanalytic psychotherapy sessions as interpretations, 
with 30% classified as interpretations in terms of form and 49% classified as 
interpretations in terms of therapist intent. 

Manual-guided dynamically oriented treatments have specified more pre- 
cisely how interpretations should be formulated and implemented within 
treatment sessions. However, content analyses of manual-guided dynamic 
psychotherapy sessions are quite rare in the psychotherapy research liter- 
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ature. Stiles, Shapiro, and Firth-Cozens (1988) found that more than 20% of 
therapist utterances were classified as interpretations in terms of the intent 
of the therapist in interpersonal dynamic psychotherapy. Piper, Debbane, 
de Carufel, and Bienvenu (1987) reported that 14% of therapists speaking 
turns in dynamic psychotherapy sessions were classified as interpretations 
with an average of five interpretations per session classified as transfer- 
ence interpretations focused on the therapeutic relationship. 

We conducted a molecular level process analysis of SE dynamic psycho- 
therapy sessions to provide a more precise guide for practitioners in formu- 
lating and implementing dynamic interpretations within our model of dy- 
namic psychotherapy (Connolly, Crits-Christoph, Shappell, Barber, & 
Luborsky, 1998). We found that therapists on average used about 125 indi- 
vidual speaking turns in an average 50-min sessions. The therapists in these 
sessions were quite active. It should be noted that 33% of statements did 
not fit into either the interpretation, clarification, or question categories 
and were rated by judges as “other” statements. Many of these statements 
were simple facilitative comments such as “uh-huh.” Four percent of thera- 
pist statements were classified as interpretations (approximately five state- 
ments per session) with less than one statement per session classified as a 
transference interpretation of the relationship between the patient and the 
therapist. Further, most therapist interpretations within the SE sessions fo- 
cused on the patient’s relationship patterns with the parents, significant 
others, and the self. Contrary to some stereotypes of dynamic treatments, 
the majority of interpretations focused on the current time frame, with only 
5% of interpretations focused on the patient’s childhood past. 

In summary, molecular level assessments of therapist interventions in 
manual-guided dynamic psychotherapies suggest that interpretations of mal- 
adaptive relationship patterns range in frequency from about 4% of therapist 
speaking turns per session to over 20% of therapist utterances. Dynamic 
models of treatment also vary regarding the intensity of transference inter- 
pretations, with more traditional psychoanalytic models such as Piper’s 
(Piper et al., 1987) providing as many as five transference interpretations per 
session in short-term psychoanalytic psychotherapy. Models such as SE psy- 
chotherapy, which was codified to represent the kind of dynamic psycho- 
therapy often practiced in the community, use more interpretations focused 
on the current time frame and uses transference interpretations sparingly. 


EVIDENCE FOR THE TRANSFERENCE 
OF MALADAPTIVE INTERPERSONAL THEMES 


When formulating interpretations to help patients learn about maladaptive 
relationship patterns, the therapist uses information provided in patient 
narratives about their interactions with other people to formulate the pa- 
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tient’s core relationship pattern. The research evaluating the consistency of 
narrative themes and the relation of these themes to the patient’s experi- 
ence with the therapist can be quite informative to therapists who are 
learning to construct interpretations, including transference interpreta- 
tions, from the therapeutic material. 

Both Luborsky et al. (1985) and Crits-Christoph and Luborsky (1990) re- 
ported that core interpersonal themes were pervasive across psychother- 
apy narratives. Crits-Christoph, Demorest, Muenz, and Baranackie (1994) 
used the Quantitative Analysis of Interpersonal Themes method to have 
independent judges rate the wish and response patterns using a standard 
vocabulary across the psychotherapy narratives of 60 patients. One advan- 
tage of this research methodology was that judges rated the patient narra- 
tives in random order to prevent judges from perceiving a higher level of 
similarity between narratives than was actually present. The investigators 
reported a small but statistically significant level of consistency across nar- 
ratives in the interpersonal wish and response patterns. 

Fried, Crits-Christoph, and Luborsky (1992) examined the similarity be- 
tween each patient’s interpersonal theme and the theme experienced with 
his/her own therapist. Themes experienced with the therapist were also 
compared to other patients’ interpersonal themes to control for chance 
similarity. The investigators found that patients’ own interpersonal themes 
were more similar to the themes experienced with their own therapist than 
the themes expressed by other patients. Connolly et al. (1996) implemented 
the Quantitative Analysis of Interpersonal Themes method to evaluate the 
relation between patients’ therapeutic narratives about significant others 
and the narratives told about experiences with the therapist. Across 35 pa- 
tients, there was usually one predominant theme that was most pervasive 
across narratives. Most patients also had additional interpersonal themes 
that were less pervasive across narratives. Overall, about 60% of patients 
described an interpersonal theme in the narratives told about significant 
others during treatment that was statistically significantly related to the 
theme expressed in narratives about the therapist. However, it was not al- 
ways the most pervasive interpersonal theme. For 34% of patients the most 
pervasive theme evident in psychotherapy narratives was significantly as- 
sociated with the therapist theme. 

Connolly, Crits-Christoph, Barber, and Luborsky (2000) repeated the 
methodology implemented by Connolly et al. (1996) with a sample of 18 pa- 
tients treated with short-term SE psychotherapy for major depression. In 
this investigation, interpersonal themes extracted from pretreatment inter- 
views about significant others were compared to the themes expressed in 
narratives about the therapist during treatment. Consistent with the results 
reported by Connolly et al. (1996), the most pervasive interpersonal theme 
in the pretreatment narratives was statistically significantly associated with 
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the theme expressed in the treatment narratives about the therapist for 
33% of patients. In both the Connolly et al. (1996) study and the Connolly et 
al. (2000) investigation, only about one third of patients demonstrated a sig- 
nificant transference of their core interpersonal pattern to the relationship 
with the therapist, at least across the early sessions of the time-limited psy- 
chotherapy that we evaluated. 

In summary, these investigations suggest that patients’ interpersonal 
themes are consistent across the narratives they tell during psychotherapy. 
However, therapists in training should be aware that the research shows 
that there is tremendous variability across patients in the consistency of 
themes across narratives. Although most patients will express at least one 
theme that appears to predominate, most patients have multiple maladap- 
tive interpersonal themes that interfere with their current relationships. It 
is the task of the therapist to extract the predominant themes from the nar- 
ratives that patients tell and to explore which themes might be causing the 
patient the most distress in his or her current relationships. 

The research studies on transference of interpersonal themes further sug- 
gest that although some transference to the therapist is evident in the narra- 
tives that patients share during psychotherapy, not all patients early in 
treatment describe their therapists consistent with their interpersonal rela- 
tionships outside of treatment. For these patients, it is possible that transfer- 
ence of their maladaptive themes to the therapeutic relationship has not yet 
developed, or if the patient has begun to experience the therapist consistent 
with his or her other relationships this material is not evident in the material 
the patient chooses to share. Thus, for many patients it might be more useful 
to focus exclusively on the narratives shared about people other than the 
therapist to understand the impairing relationship conflict. 


REVIEW OF STUDIES RELATING 
INTERPRETATIONS TO 
PSYCHOTHERAPY OUTCOME 


Research investigations have evaluated both the relation of frequency of in- 
terpretation and accuracy of interpretation to treatment outcome. Further, 
studies have focused on both interpretations in general and transference 
interpretations specifically as predictors of psychotherapy outcome. 


Frequency of Interpretation 
and Psychotherapy Outcome 


Although correlational studies do not address the quality or timing of inter- 
pretations, studies relating the frequency of interpretation to outcome can 
inform the clinician in general about whether greater use of interpretation 
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influences the course of treatment. Foreman and Marmar (1985) evaluated 
the frequency of interpretations for six cases with poor alliances early in 
treatment. Only three cases improved in terms of the alliance across treat- 
ment. There were more interventions that addressed patient defenses in 
the improved cases compared to the unimproved cases. Piper et al. (1987) 
used the Therapist Intervention Rating Scale to evaluate the relation be- 
tween use of interpretations and treatment outcome. In this system, inter- 
pretations were defined as therapist statements that address at least one of 
six possible components, including both dynamic components (impulses, 
anxiety, defenses, dynamic expressions) and nondynamic components (ob- 
jects and resultant expressions). The investigators reported that the pro- 
portion of interventions that addressed two or three dynamic components 
was significantly correlated with the therapists’ ratings of overall useful- 
ness of therapy. 

Contrary to Piper et al. (1987), Hill et al. (1988) did not report a statisti- 
cally significant relation between the proportion of interpretations and 
treatment outcome for eight patients who received between 12 and 20 ses- 
sions of brief psychotherapy. However, this investigation had low statistical 
power. There was a moderately large association, although it did not reach 
statistical significance, between the proportion of interpretations and change 
in self-concept. Although many more studies with adequate power are 
needed to address the relation of frequency of interpretation to treatment 
outcome, these three investigations (Foreman & Marmar, 1985; Hill et al., 
1988; Piper et al., 1987) indicate that there is a positive association between 
the frequency of interpretation provided in psychotherapy and symptom 
course. These results suggest that it is important for clinicians to formulate 
the patient’s maladaptive interpersonal theme and to provide interpreta- 
tions designed to help the patient identify and explore the interpersonal 
patterns that interfere with his or her current relationships. 


Frequency of Transference Interpretations 
and Psychotherapy Outcome 


In two early investigations, Malan (1976) evaluated the association between 
the outcome of treatment and the proportion of interpretations that linked 
the transference with the therapist to experiences with the parent or a sib- 
ling. In both studies, greater frequency of transference interpretations pre- 
dicted positive treatment outcomes. Piper, Debbane, Bienvenu, de Carufel, 
and Garant (1986) evaluated therapist response modes across 21 patients 
treated with short-term psychoanalytic psychotherapy. Contrary to the re- 
sults presented by Malan (1976), the proportion of interpretations that 
linked the transference to the parental relationship was not associated with 
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treatment outcome. In fact, the average correlation across 17 outcome 
measures was only .05. 

The inconsistent research results regarding the relation between the fre- 
quency of transference interpretations and outcome are clarified somewhat 
by further studies that included the patient’s quality of interpersonal func- 
tioning as a moderator of the association between transference interpreta- 
tions and treatment outcome. Piper, Azim, Joyce, and McCallum (1991) eval- 
uated the relation between the proportion of transference interpretations 
and therapy outcome separately for patients rated high versus low on the 
quality of object relations. Quality of object relations was defined as the pa- 
tient’s lifelong pattern of relationships. Only for patients with a history of 
high quality of object relations, high rates of transference interpretation 
predicted a poor treatment outcome (r = .58, p < .001). Similarly, Hoglend 
(1993) found a significant inverse relation between frequency of transfer- 
ence interpretation and treatment outcome for the high quality of object re- 
lations patients only. 

Connolly et al. (1999) also found that quality of interpersonal relation- 
ships significantly moderated the relation between proportion of transfer- 
ence interpretations and treatment outcome. Specifically, patients with low 
quality of interpersonal relationships demonstrated poor treatment out- 
comes at relatively higher levels of transference interpretations. One might 
argue that these investigations do not unpack the temporal relation be- 
tween use of transference interpretations and symptom course. Spe- 
cifically, it may be that early treatment symptom change prior to the use of 
transference interpretations predicts both the frequency of transference in- 
terpretations used by the therapist and the subsequent symptom course. 
The investigation by Connolly et al. (1999) unpacked this temporal course 
of symptom change across treatment, demonstrating that the quality of in- 
terpersonal relationships moderated the relation between proportion of 
transference interpretations symptom change following the use of transfer- 
ence interpretations, controlling for early treatment symptom change. 

At first glance, the results presented by Connolly et al. (1999) appear in- 
consistent with those presented by Piper et al. (1991) and Hoglend (1993). 
Piper et al. (1991) and Hgglend (1993) found that high levels of transference 
interpretations predicted poor treatment outcome for patients with a high 
quality of object relations, whereas Connolly et al. (1999) found that higher 
levels of transference interpretations predicted poor outcome for low qual- 
ity of interpersonal relationship patients. Connolly et al. (1999) presented 
one possible explanation of how these results might be complementary. 
The Piper et al. (1991) investigation evaluated a treatment that ranged from 
moderate to high levels of transference interpretation with an average of 
five transference interpretations per session. In contrast, Connolly et al. 
(1999) evaluated a treatment that used very low to moderate levels of trans- 
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ference interpretation often ranging from zero to at most two transference 
interpretations per session. 

In the Piper et al. (1991) investigation, it is possible that patients with low 
quality of object relations had poor treatment outcomes across the range of 
moderate to high transference interpretation used in that study. Thus, 
Piper et al. (1991) found a significant relation only within the high quality of 
object relations patients, with these patients demonstrating good outcomes 
at moderate levels and poor outcomes at high levels of transference inter- 
pretation. 

The results presented by Connolly et al. (1999) could be complimentary 
in that patients with high quality of interpersonal relationships had good 
outcomes across the range of low to moderate frequencies of transference 
interpretation evaluated in the investigation. In contrast, patients with low 
quality of interpersonal relationships demonstrated good outcomes at the 
very low levels of transference interpretation implemented in this study 
and poor outcomes at moderate levels. Taken together, these investiga- 
tions suggest that patients with high quality of object relationships can ben- 
efit from treatments that implement low to moderate levels of transference 
interpretation. However, at very high levels even patients with high quality 
of interpersonal relationships have poor outcomes. Although Piper et al. 
(1991) did not specify the range of transference interpretations evaluated in 
their investigation, they do report an average of five transference interpre- 
tations per session. Therefore, the results might be interpreted to mean 
that more than five transference interpretations per session, even with pa- 
tients who experience positive interpersonal relationships, can lead to a 
poor treatment outcome. These studies also suggest that patients with low 
quality of interpersonal relationships benefit only from treatments with 
very low, if any, transference interpretations. 


Accuracy of Interpretations and Psychotherapy 
Outcome 


Developing clinicians are trained not only to provide an adequate frequency 
of interpretations but specifically to construct accurate interpretations of 
the patient’s impairing relationship conflicts. Silberschatz, Fretter, and Curtis 
(1986) evaluated the plan compatibility of interpretations in three psycho- 
therapy cases. The investigators reported that the patient with the best 
treatment outcome had a greater number of interpretations that were con- 
sistent with the patient’s case formulation compared to the patient with the 
poorest treatment outcome. This study was extended by Norville, Sampson, 
and Weiss (1996) who evaluated the relation between the average plan com- 
patibility of interpretations and treatment outcome for seven cases, three 
of which were included in the Silberschatz et al. (1986) investigation just de- 
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scribed. The researchers found a significant correlation (r = .69, p = .043) be- 
tween the average plan compatibility of interpretations and the patient’s 
plan attainment rating. 

Crits-Christoph, Cooper, and Luborsky (1988) assessed the accuracy of dy- 
namic interpretations for 43 patients treated with up to 1 year of dynamically 
oriented psychotherapy. A composite score representing the average accu- 
racy on the wish and response of other components of the core conflictual 
relationship theme were significantly associated with treatment outcome. 

Although few in number, investigations of the accuracy of interpretation 
suggest to clinicians in training that the degree to which interpretations ac- 
curately address the patient’s core maladaptive themes is predictive of a 
decrease in symptoms across treatment. In addition to learning to provide 
frequent interpretations, therapists in training should learn to formulate 
the patient’s maladaptive pattern from the narratives that are shared dur- 
ing treatment and learn to construct interpretations that accurately ad- 
dress these themes. 


Accuracy of Transference Interpretations 
and Psychotherapy Outcome 


The previous investigations evaluated the relations between interpretation 
use in general and treatment outcome. One additional investigation specifi- 
cally evaluated the correspondence of transference interpretations with the 
therapist’s own case formulation in the prediction of treatment outcome 
(Piper, Joyce, McCallum, & Azim, 1993). Piper et al. (1993) reported that for 
patients with a low quality of object relations, greater correspondence of 
transference interpretations was significantly associated with poor 6-month 
follow-up outcome (r = .49, p < .05). For patients with a high pretreatment 
quality of object relations, greater correspondence of transference inter- 
pretations was significantly related to a more favorable follow-up outcome 
at 6 months. 

In summary, although greater frequencies of interpretations in general 
and greater accuracy of interpretations appear to predict a positive symp- 
tom course in the studies reported in the research literature to date, the re- 
lation between transference interpretations and treatment outcome is more 
complex. High numbers of transference interpretations appear to be prob- 
lematic for many patients treated in short-term dynamic psychotherapy. 
However, patients with good interpersonal functioning may benefit from a 
few highly accurate transference interpretations provided sparingly across 
the course of treatment. 

The results of this research review on the role of dynamic interpreta- 
tions in psychotherapy suggest that therapists in training should focus on 
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learning to accurately formulate the patient’s core maladaptive interper- 
sonal pattern. Active use of accurate interpretations of this core theme can 
be useful in teaching patients to identify, understand, and hopefully change 
the maladaptive themes that lead to unfulfilling relationships and psychiat- 
ric symptoms in their current worlds. Therapists implementing short-term 
dynamic treatments may also, with some patients, experience the transfer- 
ence of the patient’s maladaptive theme within the therapeutic relation- 
ship. In cases in which the therapist judges the patient to be capable of 
working within the therapeutic relationship to learn about the interper- 
sonal theme, a few accurate transference interpretations might be quite 
useful in helping the patient to learn firsthand about the effects of their rela- 
tionship conflicts. 


FUTURE RESEARCH DIRECTIONS 


To date, the research literature can be very informative to the beginning cli- 
nician learning to formulate interpersonal patterns and learning to con- 
struct and deliver accurate interpretations of these maladaptive patterns. 
However, this review indicates that although clinicians can be informed by 
the research findings to date, these findings should also be interpreted cau- 
tiously. Given the central role of interpretations in dynamic theories of 
symptom change, relatively little research has evaluated the role of inter- 
pretations in the psychotherapeutic process. Many studies published to 
date were conducted on very small sample sizes, some so small that formal 
statistical analysis was not possible. 

The review of the literature reveals that treatments included within the 
dynamic camp vary widely in their use of interpretations. Although the few 
studies done to date suggest that greater numbers of interpretations can be 
helpful in psychotherapy, much more research is needed to inform the 
level of interpretation that is optimal with different kinds of patients. 

Most important, theories of dynamic psychotherapy are based on the 
premise that accurate interpretations help patients to understand their in- 
terpersonal worlds in a way that allows them to make changes that im- 
prove their interpersonal relationships and psychiatric symptoms. Re- 
search is needed to demonstrate this change process in psychotherapy. 
Although a few correlational investigations suggest that accuracy of inter- 
pretation predicts treatment outcome, further research is needed to un- 
pack the causal pathway through which accurate interpretations have 
their impact. Further research is also needed to demonstrate the most ef- 
fective ways to train therapists to formulate and implement accurate in- 
terpersonal interpretations. 
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TRAINING EXERCISE 


Our own experience suggests that the best method for training therapists 
to competently implement interpretations involves intensive individual su- 
pervision of psychotherapy cases by a trained expert. We commonly start 
by providing therapists with a treatment manual that lays out the theoreti- 
cal framework for the interventions and provides case examples of the in- 
terventions suggested. Therapists usually treat at least three training cases 
for which they receive 1 hour of individual supervision for every 2 hours of 
therapy provided. 

The supervision focuses on helping the therapist to extract a formula- 
tion of the patient’s core conflicts from the material that the patient shares 
during treatment. Therapists are trained in techniques to help the patient 
expand their narratives so that an accurate formulation can be constructed. 
The supervisor works with the therapist to role-play possible interventions, 
including dynamic interpretations, helping the therapist to fine tune word- 
ing and learning about appropriate timing of these interpretations. 

To supplement training experiences with actual patients, it might be use- 
ful to have trainees review transcripts of therapy sessions. We have found 
that while training judges on the various tasks needed to rate the accuracy 
of interpretations, judges working from transcripts can be trained to com- 
petence on identifying interpretations from session transcripts, identifying 
the interpersonal patterns in patient narratives and rating the accuracy of 
dynamic formulations. As these are all skills needed to become a compe- 
tent therapist, we feel that such training from therapy transcripts might be 
useful in conjunction with intensive supervision in teaching therapists es- 
sential skills that they can fine tune under supervision. 

In our experience, judges and therapists in training must rate many tran- 
scripts to identify interpretations, interpersonal themes, and accurate inter- 
pretations with competence. We have included a training exercise here that 
is intended to provide only a starting point in this training process. 


Training Exercise in Formulating a Core Conflictual 
Relationship Theme 


A patient described in this book’s case study told the following narratives 
during psychotherapy. Each narrative has been edited to conserve space 
and protect confidentiality. Each narrative can be read to identify the core 
conflictual relationship theme consisting of the patient’s wishes, perceived 
responses of other, and response of self. The theme can be identified by ad- 
dressing the questions posed at the end of each narrative. 
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Narrative I: Sister Cathy and Mum 


Q: 


A: 


Anything else that’s happened during the week that’s important to 
you? 

Um, a bit of an argument with my sister about coming here today, 
last night. Dad had been in bed all day and I just felt that the argu- 
ment she was having was basically about somebody looking after Jo 
rather than being concerned about how Dad was or me having to get 
up here. And basically what she was saying was, you know, well he’s 
probably willing so don’t even ask him whether he wants to come or 
not, just say that he’s going and then has to get out of bed to look af- 
ter Jo sort of thing. Because she was of the mind that if I came on my 
own, she’d be leaving Jo with him but Jo would be downstairs on her 
own all day while he was being ill in bed. I felt that she was saying, 
that’s not good enough. She wanted him to be looking after Jo rather 
than being ill. And I said, well, hold on a minute, we’ve all had it, and 
he’s gone through without getting it, for the past ... well, I’ve forgot- 
ten now how many months I’ve had it. And he’s looked after us you 
know. I’ve been there, I was literally in bed for three days solid or 
something, and he was basically nursemaiding me. And I said, just 
give him a bit of leeway, after all it was a Sunday, it wasn’t as if he had 
to go to work or anything like that. He wasn’t sort of bunking off from 
anything. Umm, and just basically Cathy and Mum seemed so put out 
by the fact he was ill, and I just sort of... you know, I think give the 
poor bloke a break . . . the way it sounded was as if he was doing it on 
purpose. And basically, Jo was not particularly well either, and I sort 
of said, I basically said to Cathy, well wouldn’t it be better for the 
both of them to stay here in the warm, rather than have to get on 
buses and trains and things to get up to London, you know. Then nei- 
ther of them would have to be rushed out of bed in the morning. I 
said if I just go home, I can get there as easy as anything. No hassles, I 
haven’t got to worry about anyone else. 


What does the patient want or need from her sister and Mum? How does 
the patient see her sister and Mum as responding toward her? How does 
the patient respond? 


Narrative 2: Sister Cathy 


A: 


I was feeling a bit rough. Sat down, had lunch, and it must have got to 
about half 5 and Jo thumped Cathy and she smacked her and gave 
her a telling off, and Sally laughed. 
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A: Jo’s got quite a little temper on her. I think that she just got over ex- 
cited you know, with Christmas and everything. It was all just too 
much for her. 

A: Cathy went mad, smacked her and told her off. But Sally laughed, so 
Sally got told off. So I said, oh right, so it’s all right for you to laugh 
when Jo thumps me and Sally. So she said, when does she thump 
you? And I said does it matter when. The fact she did and you 
laughed. She said oh well, and I said, what are you calling me a liar 
... and she went, no when? And me and Sally practically said at the 
same time, in Safeway’s. In the middle of Safeway’s with everyone 
looking at us and you just laughed at us. And this is Sally as well. 
Cause Sally’s been thumped as well. She’s been laughed at as well ba- 
sically. So it wasn’t just me. 

Q: It’s another person who supports your position. 

A: Yeah. Well I thought so. Anyway there was a sort of half hearted apol- 
ogy for that, and I just shut up. I thought no I’m not saying another 
thing. Yi know, I was feeling quiet level headed and fine. I mean not 
brilliantly happy or anything but probably a lot happier than Id felt 
for a lot of the holiday. Oh, and before that Mum had said what does 
everyone want for tea and everything. Um, Sally and Jo had placed 
their orders and Cathy had said yeah Pll have the same as them. 
Then after this happened I just sat there and was staring at the telly. 
Then Cathy just suddenly says, get your stuff together, to Sally, and 
Sally just looked at her. Mum said, oh you’re not going are you? And 
she said yeah in a minute. And Mum said, oh why I thought you were 
having tea. And she said, yeah, well we’re going before she goes in to 
one. And I sat there and I said nothing. Just left it. As far as I was con- 
cerned she had given me a very half hearted apology but ... 

A: Can | ask, if she said that, and yes I did go in to one, but because she 
said that. I thought what bloody reason did you have to say that. 
Anyway I wasn’t anywhere near going in to one before she said it... 
and of course I did. And basically all the pressure over Christmas 
came out. A hell of a lot of shouting and swearing and um... 

Q: What you to Cathy, or... 

A: Both ways. And I shut her up by saying if you weren’t here then I 
wouldn’t have the bloody problems. I mean she started going on 
about making out that I was the only one that had problems. And you 
know, that I was the only one that needed any sympathy. 


What does the patient want or need from her sister? How does the patient 
see her sister as responding towards her? How does the patient respond? 
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Narrative 3: Doctors, Nurses, Parents 


A: Yes. I suppose for 15 years all I’ve been listening to is, you should be 
doing this, you should be doing that. It’s doctors, nurses, parents or 
whatever. There’s always someone telling you, should you be eating 
that? And you just think, go away. There’s always that someone that 
is there, it doesn’t matter if I switch myself off or not, it still goes in. If 
someone is telling you something you'll still... very halfheartedly, 
but you do listen. 


Q: Then you blank it out. 


What does the patient want or need from others? How does the patient see 
them as responding towards her? How does the patient respond? List the 
wishes, responses from other, and responses from self that are repeated 
across the three narratives. 


Authors’ Ratings of Core Conflictual Relationship 
Theme 


In the first narrative, the patient describes a fight she has with her sister 
and Mum over whether the father will be able to take care of the sister’s 
daughter and escort the patient to the clinic. The patient describes that she 
is upset with them for worrying about their own needs rather than “being 
concerned with how Dad was or me having to get up here.” We can infer 
that the patient’s wish is to have others concerned for her. The sister and 
the mother respond by not being concerned about the patient’s need but 
the patients own response is not described. We can infer from the narrative 
that her response is to become angry or upset. 

In the second narrative, the patient described a fight with her sister is 
which she points out to the sister that she herself was once hit by the niece 
and the sister only laughed. In this narrative, the patient describes a wish 
for the sister to care about the patient and to have sympathy for the pa- 
tient. The sister responds by not being concerned for the patient, by laugh- 
ing when the patient was hit, and by providing only a begrudging apology. 
In this episode, the patient responds by tuning everything out and by then 
becoming angry. 

In the last narrative, the patient describes others telling her what to do. 
We can infer that she has a wish to be left alone, she sees others as con- 
trolling her, and her response is to blank out. Across these three narra- 
tives, we can begin to develop a preliminary formulation of her core 
conflictual relationship theme, including a wish for others to be con- 
cerned with her needs, a response of others as not being concerned for 
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her and not providing sympathy for her, and a response of self to become 
angry and to tune others out. 


Training Exercise in Constructing Interventions Based 
on the Core Conflictual Relationship Theme 


So far we have evaluated only three narratives. However, in treatment the 
therapist is faced with the task of unraveling stories as they are told, look- 
ing for similarities across narratives, formulating interventions to help 
expand one’s understanding of the theme, and formulating preliminary in- 
terpretations. Based on these narratives, the therapist can develop thera- 
peutic interventions by considering the following questions: What ques- 
tions might you ask to help expand your understanding of the patient’s 
wishes, responses from other, and responses from self? What clarifications 
might be useful in helping the patient to deepen her exploration of the pat- 
tern? What interpretations might you use to address elements of the pa- 
tient’s theme? What interpretations might you use to address similarities 
across narratives? 


Authors’ Suggested Interventions to Address 
the Core Conflictual Relationship Theme 


Based on our preliminary formulation of the patient’s core theme, we would 
recommend both clarifications and questions during the early sessions to 
help expand our understanding of her wishes and responses. In the first 
narrative, a therapist might ask questions such as, “What did you want from 
your sister?” “How did you respond when they didn’t seem to be consider- 
ing your needs?,” and “How did you feel” to help both the patient and thera- 
pist better understand the components of her theme. In the second narra- 
tive, the therapist might provide a clarification regarding the patient’s 
response of self such as, “it sounds like you blanked out when you were 
feeling angry” to help the patient continue to expand her description of her 
own response. 

Interpretations of specific components as well as interpretations link- 
ing the themes across stories can be used throughout the treatment to 
help the patient understand his or her pattern. After the second narrative, 
a therapist might say, “You’ve told multiple stories about your sister in 
which you wanted her to be concerned with your needs, and you tend to 
get angry and tune everything out when you feel that she is not concerned 
about you.” 
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Training Exercise in Rating the Accuracy 
of Interpretations 


The therapist implemented the following interpretations in the sessions. 
For each interpretation, the reader can rate the accuracy of the statement 
in addressing the core wish, response of other, and response of self that 
you formulated previously. 


Q: Ithink this thing about you either feel blanked out, i.e., excluding and 
rejected, or you feel invaded and others are totally involved. And 
when you get in both those positions as you say, you become abu- 
sive to others, shouting, temper, you’re more like your Dad and have 
a temper. So that could be seen as selfish. But generally you are sort 
of, almost like inappropriately responsible towards others, aren’t 
you? Which is not quite the same as being selfish. 

Q: But June, um, lots of very, very different things have happened. You 
confronted Cathy when, if she hit you and she laughs, it’s conforma- 
tion that you don’t matter. Right. You challenged her on that and say- 
ing like, I do matter. Actually it does matter. This matters and I mat- 
ter. Right. I haven’t seen you... normally you’re quite defensive. It’s 
all like, see m blank. So you’re much more proactive about it. That’s 
another thing. You had some whiskies, but they didn’t knock you out, 
i.e., I wasn’t able to blank out my feelings and what happened to me. 
You were thinking about things. That’s a good thing not a bad thing. 

Q: They don’t have to say it. But your Mum just said it recently. “Is your 
diabetes sorted out?” Your diabetes is not sorted out because you 
blank it out, because you treat yourself as if you don’t matter, but 
you complain that they don’t treat you like you matter. 


Author’s Ratings of Accuracy of Interpretation 


In the first intervention, the therapist helps the patient to learn about her 
response of self. This interpretation would be rated as high on accuracy of 
addressing her response of anger and tuning others out. It does not at all 
address the wish and response of other. In the second intervention, the 
therapist is supporting changes that the patient has made in her response 
of self. Again the therapist accurately addresses her maladaptive tendency 
to become angry and tune others out. In doing so, the therapist alludes to 
her wish that others be concerned for her, but doesn’t address it directly. 
We might score the wish for others to be concerned for the patient low on 
accuracy and the response of other of not providing concern and sympathy 
as low to moderate. Finally, in the third intervention, the therapist links her 
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response of self of blanking out with her medical problems. The therapist 
further links June’s perceived response of others as not being concerned 
for the patient to her own behavior toward herself. This interpretation 
would be rated high on accuracy on the response of other and response of 
self components. 

Our analysis of some of the interventions actually implemented by the 
therapist suggests that the therapist was highly accurate in helping her to 
explore her response of self but did not provide much interpretation of the 
other elements of her theme. Our model of SE psychotherapy, as well as the 
results reported by Crits-Christoph et al. (1988), suggest that it is important 
in terms of treatment outcome to accurately interpret for the patient both 
the wishes and perceived responses of others. 
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William Piper 
University of British Columbia 


Brief psychodynamic psychotherapies are prominent in many treatment 
settings. One of their central and defining technical features is the interpre- 
tation of transference. Thus, the study of the appropriate use of transfer- 
ence interpretations in brief therapies is an important undertaking. Al- 
though various definitions of transference, interpretation, and associated 
concepts have been proposed, transference interpretation is commonly un- 
derstood to refer to the therapist making reference to the patient’s reaction 
to him or her, which is to some extent determined by the patient’s previous 
relationships (Piper, 1993). There seems to be general agreement that inter- 
ventions that explicitly address the dynamics of the patient’s behavior to- 
ward the therapist in the here and now (i.e., transference) have a special 
impact on outcome. Transference interpretations are affectively immediate 
and compelling. Thus, analysis of the transference makes it possible for the 
patient (and therapist) to become directly aware of distinctions between 
what is real in the therapy situation and what is determined in fantasy by 
past experience. Transference interpretations set in motion a chain of events 
that are assumed to bring about insight and dynamic change. 


FOCUS OF THIS CHAPTER 


This chapter presents a review of the research evidence for the use of 
transference interpretations in brief psychodynamic psychotherapy. We 
give particular attention to the consideration of the use of transference in- 
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terpretations with different types of patients. The rationale for considering 
different types of patients is provided, as well as the research evidence. 
Finally, we discuss the clinical implications of the research findings and di- 
rections for future research in this area. 


TRANSFERENCE INTERPRETATIONS 
IN BRIEF THERAPY 


The question of the appropriate use of transference interpretations in brief 
therapy is a compelling issue. One of the technical innovations of brief ther- 
apies is greater therapist activity than in long-term therapies. Limited time 
creates pressure on the therapist to make transference interpretations ear- 
lier and more frequently. Advocates of transference interpretations in anal- 
ysis and long-term psychotherapy have warned therapists about their over- 
use and have even questioned their use at all in brief therapies (Gill, 1982; 
Strachey, 1934). However, proponents of brief psychodynamic psychother- 
apy recommend that explicit transference manifestations and also allusions 
to the transference in the patient’s material should be identified and inter- 
preted as soon as they appear (Davanloo, 1978; Malan, 1976a; Mann, 1973; 
Sifneos, 1976). They hold the view that transference interpretations in brief 
therapy not only can promote symptom relief but also can cultivate lasting 
characterological change. 

Evidence to support the active use of transference interpretations in 
brief therapy has relied heavily on case reports. In one of the first studies to 
examine this issue, Malan (1976b) was unable to demonstrate a significant 
correlation between the proportion of transference interpretations (rela- 
tive to all interpretations) and outcome. However, he did find a significant 
correlation between the proportion of transference/parental linking (T/P) 
interpretations and outcome. Such interpretations indicate the similarity 
between the patient’s reactions to the therapist and the patient’s previous 
reactions to his or her parents. Malan’s (1976b) finding was consistent with 
Strachey’s (1934) emphasis on the importance of the patient making a dis- 
tinction between the analyst and early influential figures as a step in break- 
ing the patient’s neurotic vicious cycle. The finding created considerable 
excitement in the field and inspired attempts at replication that claimed to 
support Malan’s (1976b) finding (e.g., Marziali & Sullivan, 1980). Two further 
studies that used independent samples of patients and stronger research 
methodology were conducted by Marziali (1984) and Piper, Debbane, Bien- 
venu, de Carufel, and Garant (1986). These investigations provided no evi- 
dence of a direct relation between transference interpretations and favor- 


8. TRANSFERENCE INTERPRETATIONS 167 


able outcome and only weak evidence of a direct relation between T/P 
interpretations and favorable outcome. 


USE OF TRANSFERENCE INTERPRETATIONS 
WITH DIFFERENT TYPES OF PATIENTS 


Apart from considering the general effects of transference interpretations 
in brief therapies, it is also important to identify relevant patient character- 
istics that may affect how these interventions are used. Transference inter- 
pretations are considered to be anxiety provoking, particularly within brief 
therapy. To successfully use this technique, it has been argued that the pa- 
tients need to be highly suitable (e.g., Hoglend, 1993). Unfortunately, suit- 
ability for these interventions has not been well defined in the literature. 

Although very little has been written on this topic, some authors have 
made attempts to provide recommendations regarding the use of transfer- 
ence interpretations with certain types of patients. For example, Frances 
and Perry (1983) suggested that transference interpretations in brief ther- 
apy are appropriate when the patient has the psychological mindedness to 
observe, understand, tolerate, and apply transference interpretations. Lu- 
borsky (1984) suggested that patients vary in how much supportive or ex- 
pressive (interpretive) technique they require. He argued that interpretive 
features (including transference interpretations) should receive greater em- 
phasis for patients with “adequate ego strength and anxiety tolerance, 
along with the capacity for reflection about their interpersonal relation- 
ships” (Luborsky, 1984, p. 90). Meissner (1988), writing on the treatment of 
borderline patients, used the notion of a borderline spectrum as a guide to 
therapy. He suggested that the therapist tailor the use of transference inter- 
pretations to the severity of pathology in the patient. With patients at the 
upper end of the spectrum (i.e., those less disturbed), therapy with an in- 
tense focus on the transference can be used effectively. For more disturbed 
patients who use projective mechanisms extensively or who have vulnera- 
ble self-esteem, Meissner cautioned that use of transference interpreta- 
tions, at least early in treatment, can be experienced as a critical attack. For 
these patients, he suggested a more supportive approach with a hold- 
ing-soothing function. Some authors (Gabbard et al., 1994; Winston, McCul- 
lough, & Laikin, 1993) have also alluded to the importance that the patient’s 
level of object relations may have in moderating the effect of transference 
interpretations. Object relations refers to an individual’s pattern of relating 
to others. They have argued that patients with less mature object relations 
will be less able to tolerate the frustration and anxiety caused by an intense 
examination of the therapeutic relationship. 
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RESEARCH ADDRESSING THE USE 
OF TRANSFERENCE INTERPRETATIONS 
WITH DIFFERENT TYPES OF PATIENTS 


Relatively little empirical attention has been paid to considering whether 
transference interpretations are better suited for certain types of patients. 
This is, in part, a reflection of the minimal attention this topic has received 
in the theoretical and clinical literature. In the past 10 years, however, there 
has been a growing interest in examining the issue of patient suitability for 
transference interpretations. A small number of studies have provided evi- 
dence that patient characteristics do interact with transference interpreta- 
tions in affecting therapy process and outcome. We provide descriptions of 
seven published studies following. 


Study | 


In-session interactions for five patients with personality disorders were ex- 
amined by Winston et al. (1993). Their study focused on transference inter- 
pretations and patient responses as change episodes. They considered how 
the patients’ level of object relations influences the relation between pa- 
tient responses to transference interpretations and treatment outcome. 
Short-term dynamic psychotherapy and brief adaptation-oriented psycho- 
therapy were employed. Brief adaptation-oriented psychotherapy focuses 
on the patient’s maladaptive interpersonal patterns, emphasizing their 
presence in the transference relation. Short-term dynamic psychotherapy 
places greater emphasis on confronting defenses and resistances and elicit- 
ing affect. Treatment length ranged from 27 to 53 sessions. Four complete 
sessions per case were rated. 

Winston et al. (1993) found that patients who had more meaningful re- 
cent relationships and less social isolation, that is, more mature object rela- 
tions, responded positively to active work on the transference. Patients 
who lacked truly close relationships, that is, less mature object relations, 
responded to transference interpretations with hurt, anger, and with- 
drawal. For these patients, the authors suggested that supportive interven- 
tions could be used to focus on the needs specific to a primitive level of re- 
latedness (e.g., anxiety over the therapist’s perceived disapproval or low 
self-esteem). 


Study 2 


Piper, Azim, Joyce, and McCallum (1991) examined the relations between the 
proportion of transference interpretations provided by therapists and both 
the therapeutic alliance and treatment outcome for patients with a history of 
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low or high quality of object relations (QOR). These relations were investi- 
gated for a sample of 64 patients who had received approximately 20 ses- 
sions of short-term, individual, psychodynamic psychotherapy within a con- 
trolled, clinical trial investigation (Piper, Azim, McCallum, & Joyce, 1990). 

Therapist interventions were categorized using the Therapist Interven- 
tion Rating System (TIRS; Piper, Debbane, de Carufel, & Bienvenu, 1987) for 
eight of the sessions (4, 7, 9, 11, 14, 16, 18, and 20). All therapist statements 
from each session were assigned to one of nine categories that range from 
simple utterances (e.g., “MmHmm”) to complex interpretations. An inter- 
vention was defined as an interpretation if it contained a reference to one 
or more dynamic components. A dynamic component is one part of a pa- 
tient’s conflict that exerts an internal force on some other part of the pa- 
tient, for example, a wish, an anxiety, or a defense. The TIRS also assessed 
the type of object (person) included in the intervention. A transference inter- 
pretation was operationally defined as an interpretation that included a ref- 
erence to the therapist. Qualitatively, it addresses a dynamic conflict in- 
volving the therapist. The TIRS was used to calculate the proportion of 
transference interpretations provided relative to all interventions provided. 
The per session mean number of interventions, interpretations, and trans- 
ference interpretations were 44 (range 16-94), 11 (range 3-23), and 5 (range 
0-14). This indicated that the therapists were active, interpretive, and trans- 
ference oriented. 

QOR was defined as a person’s enduring tendency to establish certain 
kinds of relationships with others. Scores range along a dimension ranging 
from 1 (primitive) to 9 (mature; Azim, Piper, Segal, Nixon, & Duncan, 1991; 
Piper & Duncan, 1999). At the primitive end of the 9-point scale, the person 
tends to react to perceived separation or loss of the object, or to disap- 
proval or rejection by the object, with intense anxiety and affect. There is 
inordinate dependence on the object, who provides a sense of identity. At 
the mature end of the scale, the person tends to enjoy equitable relation- 
ships characterized by love, tenderness, and concern for objects of both 
sexes. There is a capacity to mourn and tolerate unobtainable relation- 
ships. The sample of 64 patients was divided into high-QOR (2 5.0) and low- 
QOR (< 5.0) groups. There were 32 patients in each group. 

Piper et al. (1991) found that a greater proportion of transference inter- 
pretations were related to a weaker therapeutic alliance and less favorable 
outcome for high-QOR patients. Similar associations were found for low- 
QOR patients; however, they were not statistically significant. Because the 
study was naturalistic rather than experimental in design, more than one 
causal explanation of the significant findings was offered by Piper et al. 
(1991). With regard to the alliance, a high proportion of transference inter- 
pretations could have weakened the alliance with subsequent negative ef- 
fects on outcome, a weak alliance could have prompted a high use of trans- 
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ference interpretations from the therapist, or both could have occurred. 
Further examination of session material in the study provided evidence 
that was consistent with both explanations. It was also clear that continua- 
tion of a high use of transference interpretations either within or across 
sessions did not serve to strengthen a weak alliance. As an additional step, 
they plotted dose-response relations for the proportion of transference in- 
terpretations and outcome. An effective response was defined as traversing 
a clinically significant cutoff level for each of several outcome measures for 
which considerable normative data were available. An effective response 
occurred for 50% or more of the patients when the proportion was equal to 
or less than one transference interpretation in every 12 interventions. Piper 
et al. (1991) believed that the results of the study were sufficiently strong to 
warrant alerting clinicians to the possibility of negative treatment effects 
when high proportions of transference interpretations are used with cer- 
tain types of patients who receive brief therapy. 


Study 3 


Hoglend et al. (1993) conducted a study that examined the relation between 
transference interpretations and outcome for 43 patients who were classi- 
fied as either being highly suitable or not suitable for treatment that in- 
cluded transference interpretations. Suitability was defined as having a cir- 
cumscribed conflict and motivation for self-understanding. It was assessed 
by a group of clinicians who independently rated patients on ten 8-point 
scales. Highly suitable patients received treatment that encouraged early 
and persistent focus on transference interpretations, whereas less suitable 
patients received few, if any, transference interpretations. The therapies for 
the two groups did not differ on other aspects. All patients received dy- 
namic psychotherapy of brief to moderate length. The total number of ses- 
sions varied from 9 to 53. 

Hoglend et al. (1993) found that persistent analysis of the patient-thera- 
pist relationship (i.e., a high frequency of transference interpretations) 
had a negative effect on long-term dynamic change (assessed at 4-year fol- 
low-up) for patients who were deemed to be highly suitable to receive 
transference interpretations. Patients who received few or no transfer- 
ence interpretations evidenced better long-term dynamic change. The au- 
thors concluded that their findings support the traditional position within 
psychoanalysis that a careful and very moderate use of transference inter- 
pretations is more appropriate than use of a high number of transference 
interpretations from early on in treatment. They recommended that trans- 
ference interpretations be used sparingly, with great care, and only with 
the particular needs of the individual patient as the primary determinant. 
Unfortunately, these conclusions are limited by the fact that patient type 
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and therapist technique were confounded in this study. That is, only highly 
suitable patients received therapy that provided a high number of transfer- 
ence interpretations and only unsuitable patients received therapy that 
minimized the use of transference interpretations. Thus, it is not known 
how unsuitable patients would have responded to the transference-ori- 
ented therapy and how suitable patients would have responded to the ther- 
apy that abstained from transference interpretations. 


Study 4 


Hoglend (1993) further examined the data from the study just described, 
this time looking at the relation between transference interpretations and 
outcome for patients with high or low QOR. He found that for high-QOR pa- 
tients, a frequent use of transference interpretations was associated with 
less favorable outcome. For the low-QOR patients, however, there was not a 
statistically significant association between transference interpretations 
and outcome. Hgglend’s (1993) findings, as with the findings of Piper et al. 
(1991), are counterintuitive and somewhat difficult to explain. Hoglend 
(1993) offered the following explanation. He suggested that the early spon- 
taneous transferences of patients with low QOR might take on a dependent 
or pathological form that is more evident and, therefore, is more suitable to 
interpretation. In contrast, patients with high QOR who habitually establish 
mutual relationships to others, may present more subtle transference cues, 
thus forcing the therapist to base early transference interpretations more 
on inference than concrete evidence. A high level of transference interpre- 
tations in the absence of concrete evidence may result in a high level of re- 
sistance. Piper et al. (1991) also suggested that high-QOR patients might be 
prone to perceive transference interpretations as criticism. 


Study 5 


Connolly et al. (1999) examined the use of transference interpretations 
early in therapy and their subsequent effect on treatment outcome for 29 
patients who received short-term, time-limited, supportive-expressive psy- 
chotherapy for depression. They were interested in determining whether 
transference interpretations had a differential effect on outcome for pa- 
tients with either good or poor interpersonal functioning. Therapist inter- 
ventions from Sessions 2, 3, and 4 (when available) were classified to deter- 
mine the proportion of transference interpretations provided. The quality 
of the patient’s current interpersonal relationships was assessed during a 
clinical interview using a global rating in the Health Sickness Rating Scale 
(Luborsky & Bachrach, 1974). Patients who scored below 50 on this 100- 
point scale were classified as having poor interpersonal relationships. 
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Connolly et al. (1999) found that the association between proportion of 
transference interpretations and outcome varied as a function of the level 
of quality of interpersonal relationships. Patients with a low level of current 
interpersonal functioning showed less favorable improvement in depres- 
sive symptomatology with greater proportions of transference interpreta- 
tions. This finding held even when early symptomatic change was factored 
into the analysis, thus indicating that high levels of transference interpreta- 
tions may be causally related to poor treatment outcome for some patients. 

These findings are interesting if one considers the proportion of transfer- 
ence interpretations provided in Connolly et al.’s (1999) study. The authors 
revealed that across all sessions sampled, the average percentage of trans- 
ference interpretations per session was only .27. This indicates that about 
one fourth of 1% of all therapist interventions were transference interpreta- 
tions, meaning that less than one transference interpretation per session 
was provided. Additionally, 48% of the 29 cases examined had no transfer- 
ence interpretations provided in any session sampled. Yet, despite these 
very low levels of transference interpretations, the authors found a signifi- 
cant association between their use and treatment outcome. Their findings 
may be interpreted as providing evidence of the extremely powerful nega- 
tive effect that these interventions have for some patients. 

One obvious difference in the findings of this study compared to the 
studies of Piper et al. (1991) and Hoglend (1993) is that they found that the 
negative effect of transference interpretations was more pronounced for 
those patients with high levels of interpersonal functioning, whereas Con- 
nolly et al. (1999) found that the negative effect of transference interpreta- 
tions was more pronounced for those with low levels of interpersonal func- 
tioning. This contrast in findings may be partly the result of differences in 
how the patient’s interpersonal functioning was characterized. Piper et al. 
(1991) and Hoglend (1993) regarded the patient’s level of interpersonal func- 
tioning as a personality characteristic and evaluated the patient’s life-long 
history of interpersonal relationships. Connolly et al. evaluated only the pa- 
tient’s current level of interpersonal functioning. Another distinction be- 
tween the studies concerns time. Piper et al. (1991) and Hgglend (1993) ex- 
amined aggregated transference scores from across the entire treatment 
period. Connolly et al. used averaged transference scores from early treat- 
ment sessions. A third difference concerns the technical activity of the ther- 
apists in the studies. Connolly et al. indicated that only 4.3% of the thera- 
pists’ average of 125 interventions per session was interpretations. Piper et 
al. (1991) indicated that 25% of the therapists’ average of 44 interventions 
per session was interpretations. Clearly, the therapists in Connolly et al.’s 
study were much more active and less interpretive than the therapists in 
Piper et al.’s (1991) study. Despite these differences, each study highlighted 
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the importance of the patient’s level of interpersonal functioning when pro- 
viding transference interpretations in brief dynamic therapies. 


Study 6 


The most recent study to explore the potentially differential effect of trans- 
ference interpretations for different types of patients was conducted by 
Ogrodniczuk, Piper, Joyce, and McCallum (1999). This study attempted to 
validate (replicate) the findings of the Piper et al. (1991) study. Ogrodniczuk 
et al. (1999) examined the relations between the frequency and proportion 
of transference interpretations provided by therapists and both the thera- 
peutic alliance and treatment outcome for patients with a history of low or 
high QOR. These relations were investigated for a sample of 40 patients 
who had received approximately 20 sessions of short-term, individual, inter- 
pretive psychotherapy within a comparative clinical trial investigation 
(Piper, Joyce, McCallum, & Azim, 1998). As in the Piper et al. (1991) study, 
therapist interventions were classified using the TIRS. The mean number of 
interventions, interpretations, and transference interpretations per session 
were 74.3, 14.4, and 3.7, respectively. The patient’s QOR was assessed using 
the QOR Scale (Azim et al., 1991), the same assessment instrument used in 
the Piper et al. (1991) study. Again, the sample was divided into high-QOR (= 
5) and low-QOR (< 5.0) groups. There were 10 high-QOR cases and 30 low- 
QOR cases. 

Ogrodniczuk et al. (1999) found significant inverse relations between the 
frequency of transference interpretations and both patient-rated therapeu- 
tic alliance and favorable outcome for low-QOR patients. For high-QOR 
patients, however, increased use of transference interpretations was asso- 
ciated with more positive ratings of the alliance by both patients and thera- 
pists, although these relations were not statistically significant (due to the 
small sample of high-QOR patients). There was minimal association be- 
tween transference interpretations and outcome for high-QOR patients. 

The findings of this study (Ogrodniczuk et al., 1999) are consistent with 
the findings of Connolly et al. (1999) and with recommendations from 
Luborsky (1984) and Gabbard et al. (1994) who have suggested that trans- 
ference interpretations should be reserved for patients who have the ca- 
pacity to reflect on their interpersonal relationships (e.g., high-QOR pa- 
tients). Conceptually, transference interpretations serve the purpose of 
helping patients understand their interpersonal difficulties as they are cur- 
rently enacted within the therapeutic relationship. Thus, it is likely that pa- 
tients with poor interpersonal functioning outside of therapy would have 
difficulty making use of the therapeutic relationship as a means of under- 
standing their problems. The findings may reflect the negative effect of pro- 
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viding transference interpretations to these patients. When patients are en- 
couraged to work directly with transference reactions, conflictual issues 
are identified and patient anxiety is heightened. The patient may perceive 
the therapist’s behavior as critical. Unable to tolerate strain in the relation- 
ship, an interpersonally immature patient may become more anxious and 
frustrated. This could lead to the patient becoming disengaged from the 
working relationship, as well as regressing to a more maladaptive defensive 
style. Also, because the conflictual issues are interpersonal (between pa- 
tient and therapist), it is possible that other interpersonal relationships (fa- 
milial relationships) of the patient may suffer as a result of the patient’s 
negative reaction. 

Alternatively, the findings may reflect the therapist’s transference inter- 
pretation response to a weak alliance, resistance, negative transference, or 
some other indicator of potential poor outcome among low-QOR patients. 
Therapists may be especially prone to focus on the transference with pa- 
tients who do not progress well through therapy. In other words, the thera- 
pist could be reacting to the patient’s lack of progress with an increased ex- 
amination of the transference as a way to resolve the impasse and facilitate 
improvement. Such increased examination could make the situation worse. 

The findings of Ogrodniczuk et al.’s (1999) study are clearly different 
from those of Piper et al.’s 1991 investigation that found an inverse relation 
between transference interpretations and both alliance and favorable out- 
come for high-QOR patients but not low-QOR patients. Despite their differ- 
ent conclusions, the two studies may actually complement each other. As 
indicated earlier, although Piper et al.’s (1991) study highlighted significant 
inverse relations between transference interpretations, alliance, and favor- 
able outcome for high-QOR patients, a number of similar but statistically 
nonsignificant associations were found for the low-QOR patients. This was 
particularly true for the relation between transference interpretations and 
alliance. In Piper et al.’s (1991) investigation, transference interpretations 
were inversely associated with alliance and to some extent with outcome 
for all patients. However, the relations were more pronounced for the high- 
QOR patients. 

It is also important to consider the technical activity of the therapists in 
the two studies when comparing their findings. Therapists in Ogrodniczuk 
et al.’s (1999) study were considerably more active yet focused significantly 
less on the transference. Approximately 6% of the therapist interventions in 
that study were transference interpretations, compared to 12% in Piper et 
al.’s 1991 investigation. As Connolly et al. (1999) cleverly suggested, and as 
illustrated in Fig. 8.1, low-QOR and high-QOR patients may respond differ- 
ently to different levels of transference interpretations. In Piper et al.’s 
(1991) investigation, moderate-to-high levels of transference interpretations 
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FIG. 8.1. Comparison of the findings of Ogrodniczuk, Piper, Joyce, and 
McCallum (1999) and Piper, Azim, Joyce, and McCallum (1991). 


were provided. Low-QOR patients showed less improvement than the high- 
QOR patients throughout this moderate-to-high range. With limited variation 
in outcome scores for the different levels of transference interpretations for 
the low-QOR patients, no significant associations were found. High-QOR pa- 
tients benefited from moderate levels of transference interpretations but 
experienced difficulty with high levels, thus producing the inverse relation 
for this group of patients. In contrast, Ogrodniczuk et al.’s study examined 
comparatively low-to-moderate levels of transference interpretations. High- 
QOR patients benefited from these levels. Low-QOR patients benefited from 
treatment at low levels of transference interpretations but had less favor- 
able outcome at moderate levels. To summarize, the findings of Ogrodnic- 
zuk et al.’s study and Piper et al.’s (1991) investigation suggest that high- 
QOR patients may benefit from low-to-moderate levels of transference inter- 
pretations and only have difficulty with high levels. The benefit of transfer- 
ence interpretations to low-QOR patients may be limited to only low levels 
at most. Thus, the relation between transference interpretations, alliance, 
and outcome might not only be a function of the patient’s QOR but also of 
the level of transference interpretations provided. 

The following clinical illustration demonstrates the difficulty that low- 
QOR patients may have when the therapy includes an exploration of the 
transference. The patient was a 44-year-old woman that was self-referred to 
the psychiatric outpatient clinic that was the site for Piper et al.’s (1990, 
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1998) clinical trials. She reported feeling a loss of control over her life and 
“being in trouble emotionally.” The patient received a QOR rating of 3.2, 
which is on the low end of the continuum. A major theme of the therapy 
was the patient’s history of abandonment and rejection. Throughout the 
therapy, the patient lamented the many losses in her life and agonized over 
her inability to find a man to love and take care of her. Between Sessions 14 
and 15, her therapist had planned a 5-week interruption. The patient “for- 
got” to attend Sessions 11 and 13. She was 25 min late for the (prehiatus) 
14th session. Given the importance of abandonment in the patient’s life and 
the suspected acting out in reaction to the therapist’s imminent departure, 
her therapist attempted to explore the patient’s feelings with respect to the 
break. The following section presents a segment of Session 14. The patient 
spent the first 10 min of the shortened session talking about her fear of los- 
ing a close woman friend who was becoming serious with a man. She had 
picked a fight with her friend. 


Patient: ...50 maybe I’m sabotaging the friendship because I’m losing 
it. 

Therapist: Well, interesting choice of words “sabotaging because I’m los- 
ing it.” Because of course, I’m going to be away for 5 weeks 
and is it again a coincidence that you short-changed yourself 
today by being about half an hour late? 

Patient: Yeah. 

Therapist: Well, maybe there are some feelings about this relationship 
ending. 

Patient: I don’t know. I’m angry with myself again for doing this to my- 
self today and I don’t understand why. 

Therapist: What about some feelings about me? 

Patient: About you? 

Therapist: About me or about this situation. 

Patient: Again, I don’t feel anything negative. I feel I have a lot more 
work to do in developing the relationship. I don’t know, 
there’s still a certain amount of it that feels forced. Like I’m 
supposed to feel all these things and sometimes I’m at a loss. 
Well what do I say? And yes, insecurity or being unsure. But 
it’s not enough for me to be aware of ... I tend to forget be- 
cause I get involved—once I’m involved in a project my mem- 
ory just goes. I seem to have problems with my memory right 
now. | attribute it to doing too many things. 

Therapist: So maybe there’s a feeling of relief that you'll have one less 
thing to do. You won't have to come and feel like you’re on 
the spot having to give to me what you think I might want. 
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Patient: Maybe 1%—but for the most part I know I’m here to help me; 
not to please you and not to feel uncomfortable. Because ba- 
sically, why should I be uncomfortable with myself when I’m 
talking about me? I don’t know. I just know I was really upset 
again ’cause I looked up at the clock and it was 4:05. So I 
threw everything in my desk and ran out and then I got stuck 
in traffic longer than I anticipated. My only conscious feeling 
was one of remorse. 

Therapist: And remorse because I might punish you? Or because you 
short-changed yourself?—and you really wanted to talk about 
stuff. Remorse that I might think differently of you? What do 
you think the remorse is about? 

Patient: Mostly the remorse is short changing myself. That’s what I 
would think it is. Because I’m not seeing you for a few weeks 
and I know you're going to be away. And again to me subcon- 
sciously, this is important to me and it’s out of character for 
me to forget like this but ... 

Therapist: Well maybe there’s also a part of you that doesn’t want to 
open yourself up to the pain and the anger knowing that we 
can’t continue it. 

Patient: I don’t know. I could explore it on my own. 

Therapist: Well, maybe the feelings become overwhelming. 

Patient: Well, definitely the anger is so far down there still and I know 
it has to come up. I know that because it seems like—well, ev- 
eryone negates my anger so why talk about it? I'd like to call 
[my friend] and tell her how I feel. 

Therapist: What would you say? 

Patient: That I feel really wronged ... 


In this segment, the therapist explored whether the patient was harbor- 
ing any feelings regarding the 5-week hiatus. The patient’s insight that she 
may be sabotaging her friendship because she was losing it may have 
enboldened the therapist that the time was right for this exploration. She 
wondered if the patient was relieved about the break. She also wondered if 
there was some reluctance to open up the painful feelings right before the 
break because there may not be any closure for several weeks. The thera- 
pist also explored many possible reasons for the remorse that the patient 
acknowledged feeling. Despite the seemingly nonthreatening threads of ex- 
ploration offered by the therapist, the patient could only admit that “1%” of 
her was anything but remorseful that she had short changed herself of her 
therapy time. She returned to the safer target of her friend and her anger 
with her. The therapist relented and allowed the patient to move on. 
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In the segment, the therapist was exploring the transference. The seg- 
ment depicted the patient’s inability to work with the therapist’s transfer- 
ence interventions. It appears that the patient’s low QOR interfered with 
her ability to benefit from the session. The therapist was inviting the pa- 
tient to see her as yet another person who abandoned her. The patient re- 
sisted this association. Initially, she had difficulty with the idea that she 
might have any feelings about the therapist, asking “about you?” Then, she 
stated that the whole idea “seemed forced.” It is possible that the patient 
needed to see the therapist as a benign figure toward whom she had no 
feelings or at least only positive ones. Exploring negative feelings toward 
the therapist may have been too frightening for the patient. 


Study 7 


Piper et al. (1999) conducted a study that examined the contribution of 
different process variables to dropping out of brief psychodynamic psycho- 
therapy. Of particular interest was the effect of transference interpreta- 
tions. Although the study was not conducted with the intention of determin- 
ing for which patients transference interpretations were most suitable, it 
provided important information concerning the use of these interventions 
in particular situations, that is, when the patient threatens to drop out of 
therapy prematurely. 

To achieve a better clinical understanding of the patient-therapist inter- 
actions during the dropout’s last session, Piper et al. (1999) listened to au- 
diotapes of each of the last sessions of 22 patients who dropped out of 
short-term therapy. For the dropouts in the study, the pattern that was ob- 
served over the course of the last session was consistent and striking. The 
pattern was represented by a sequence of nine features. The nine features: 


1. The patient made his or her thoughts about dropping out clear, usually 
early in the session. 

2. The patient expressed frustration about the therapy sessions. This of- 
ten involved expectations that were not met and the therapist’s re- 
peated focus on painful feelings. 

3. The therapist quickly addressed the difficulty by focusing on the pa- 
tient-therapist relationship and the transference. Links were made to 
other relationships. 

4. The patient resisted the focus on transference and engaged in little dy- 
namic exploration (work). Resistance was often active, for example, 
verbal disagreement, and sometimes passive, for example, silence. 


5. The therapist persisted with transference interpretations. 


6. The patient and therapist argued with each other. They seemed to be 
engaged in a power struggle. At times the therapist was drawn into be- 
ing sharp, blunt, sarcastic, insistent, impatient, or condescending. 
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7. Although most of the interpretations were plausible, the patient re- 
sponded to the persistence of the therapist with continued resistance. 
8. The session ended with encouragement by the therapist to continue 
with therapy and a seemingly forced agreement by the patient to do so. 
9. The patient never returned. 


This pattern is illustrated in the following excerpt from the last attended 
session of a male patient who dropped out of therapy after only six sessions. 


Therapist: Let’s stick to the feelings ’cause this is what we need to keep 
working on. Wanting to fire yourself from me or fire me is 
about being angry. 

Patient: Not so much angry as not wanting to waste my time. 

Therapist: It’s about being angry though, with me, we need to be clear. 

Patient: I admit, angry at first, maybe but more disappointed that— 

Therapist: It’s about feelings, let’s say that. Let’s be clear too that I was 
saying last week that the fear you have is that I would be like 
your father. 

Patient: No, no, not at all! If I have to work with you, you’re a human 
being first—but I don’t see that, maybe that’s one of your 
techniques, you don’t show your human side but I can’t oper- 
ate like that. I need to know you’re a human being first. 

Therapist: What are you feeling right now? 

Patient: Oh, so you come back to that (sigh). 


The session continued in much the same vein. Finally, the patient an- 
nounced that he wanted to terminate therapy. The therapist continued to 
insist that the patient was angry with him and that this was a reenactment 
of his relationship with his father. Conversely, the patient talked about not 
trusting the therapist. Eventually, he became quite subdued, no longer initi- 
ating any disclosures. The patient’s final statement was, “Ill do some hard 
thinking about it.” He did not return. The excerpt illustrates the nonproduc- 
tive pattern in the last session of many dropouts, characterized by resis- 
tance and transference interpretation. 


SUMMARY OF FINDINGS 


The studies we reviewed focused on a key aspect of therapist technique: 
the use of transference interpretations in brief therapy. Theoretically, anal- 
ysis of transference reactions makes it possible for the patient to become 
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directly aware of distinctions between what is real in the therapy situation 
and what is determined in fantasy based on past experiences. It is regarded 
as a central process in helping the patient achieve insight and change. 

Research has indicated that in the context of certain patient characteris- 
tics, higher levels of transference interpretations are associated with nega- 
tive effects. Piper et al. (1991) and Hgglend (1993) found that the associa- 
tions were stronger among patients with a high level of QOR. In contrast, 
Connolly et al. (1999) and Ogrodniczuk et al. (1999) found that the associa- 
tions were stronger among patients with low levels of object relations or in- 
terpersonal functioning. Winston et al. (1993) also provided clinical evi- 
dence that suggested that transference work was more appropriate for 
patients with higher levels of object relations. Although the findings of 
Piper et al. (1991) and Hgglend (1993) differ from those of Connolly et al. and 
Ogrodniczuk et al., they are consistent in highlighting the importance of the 
patient’s level of interpersonal functioning in understanding the correlates 
of transference interpretations. A fifth study, that of Hoglend et al. (1993), 
examined the use of transference interpretations with patients suitable for 
such interpretive work. Suitability was defined as having a circumscribed 
conflict and motivation for self-understanding. Despite the apparent suit- 
ability of these patients, high levels of transference work were associated 
with poor long-term outcome. The findings from these studies form a small 
but growing body of evidence that indicates that there may be limitations in 
the use of transference interpretations with certain types of patients. 

In addition, the study by Piper et al. (1999) suggested that transference 
interpretations should be used carefully in certain situations, for example, 
when a patient threatens to terminate therapy prematurely. Clinical obser- 
vations of last sessions revealed a consistent pattern for many of the drop- 
outs in their study. The patient and therapist appeared to be caught up in 
an unproductive power struggle that increased the frustration of both. Per- 
sistent use of transference interpretations on the therapist’s part was not 
successful in resolving the impasse. Despite considerable clinical experi- 
ence and success in treating many other patients in brief psychodynamic 
therapy, the therapist was often unable to avoid countertransferential reac- 
tions. After the difficult session, the patient never returned. 


CLINICAL IMPLICATIONS 


Few studies have examined the use of transference interpretations with 
different types of patients, and as we have indicated, there are different 
possibilities for the nature of the causal sequences. Nevertheless, tenta- 
tive recommendations can be entertained. First, in brief psychodynamic 
psychotherapy, the therapist should consider avoiding a focus on the 
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transference with patients who have a low QOR, even when the patient may 
seem highly motivated for self-understanding. Persistent use of transfer- 
ence interpretations may contribute to a weak alliance, poor outcome, and 
possibly dropping out of therapy prematurely. In the interest of enhancing 
favorable outcome in brief therapy, therapists should consider providing a 
low number of transference interpretations to low-QOR patients. For high- 
QOR patients, low to moderate numbers of transference interpretations ap- 
pear to be appropriate. High numbers may be counterproductive. It has 
been suggested that exploration of the transference with all patients (with 
low-QOR patients especially) be integrated with supportive interventions. 
As Gabbard et al. (1994) argued, “expressive and supportive approaches 
are often artificially juxtaposed or polarized when, in fact, elements of both 
may work synergistically” (p. 66). 

Supportive techniques are often considered important tools for the de- 
velopment of a strong working relationship with the patient. It is recom- 
mended that a strong alliance be present for the effective use of transfer- 
ence interpretations. As Bond, Banon, and Grenier (1998) described, when 
the alliance is weak, transference interpretations not only fail to help repair 
the alliance, but also they increase patient defensiveness and further 
weaken the alliance. They suggested that a strong alliance is necessary for 
work in the transference to provide a safe environment for the patient to 
experience the strong affect that is typically aroused by such work. This 
sentiment is echoed by Gabbard et al. (1994) who advised therapists to 
“carefully cultivate and weigh the state of the therapeutic alliance before at- 
tempting transference interpretation” (p. 66). They pointed out that effec- 
tive transference interpretations often follow a series of supportive inter- 
ventions, which build the alliance and thus pave the way for interpretive 
work. This is particularly important in the treatment of patients with low 
QOR who appear to be highly sensitive to transference interpretations. 


DIRECTIONS FOR FUTURE RESEARCH 


There are several limitations to the studies that we have reviewed, for ex- 
ample, small sample sizes, confounding of patient variables, and therapist 
technique, which should be avoided in future research. Sample sizes need 
to be increased to allow the investigator enough power to be able to detect 
significant relations within the data. Furthermore, because the studies re- 
viewed in this chapter examined only a few patient characteristics, it is im- 
portant to consider other patient variables that interact with the use of 
transference interpretations. The field also needs to achieve consistency in 
the definition and operationalization of transference interpretation. With- 
out this, it is difficult to synthesize the findings from research and make rec- 


182 OGRODNICZUK AND PIPER 


ommendations for clinical practice. Other important considerations include 
addressing patient behaviors that precede transference interpretations to 
further examine causal processes involved in patient change. Another issue 
concerns the use of aggregated data across treatment phases. Use of such 
data may obscure significant time-dependent associations. For example, the 
use of transference interpretations early in therapy may have a different re- 
lation to outcome compared to their use during a later phase of treatment. 
There is a need, then, to examine therapist technique at different stages of 
therapy. Another potential pitfall is artificially isolating transference inter- 
pretations when they should be considered as a series of interventions. 
Thus, it is important to investigate whether different sequences of interven- 
tions affect outcome differentially. Finally, as discussed in chapter 7, the ac- 
curacy or correspondence, as well as the timing of transference interpreta- 
tions should be considered. The few studies that have examined these 
complex issues, which are related to therapist skill, have provided signifi- 
cant findings that have important clinical implications. This work should be 
encouraged in future studies. 


SUMMARY 


Transference interpretations are an important feature of brief psychody- 
namic psychotherapies. Despite their importance, the clinical and theoreti- 
cal literature provide little guidance regarding the use of these powerful in- 
terventions in the treatment of different types of patients. Research, 
however, has contributed to our knowledge of the appropriate use of trans- 
ference interpretations. Thus, some tentative conclusions have emerged. 
These include ensuring technical flexibility in the use of transference inter- 
pretations, with the particular needs of patients as the primary determi- 
nant. The needs and tolerances of high- and low-QOR patients, for example, 
may be different and require different technical approaches in their treat- 
ment. Only careful exploration of the multiple factors operating simulta- 
neously in treatment, however, will yield information to guide clinicians 
more effectively in the future. 
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A compelling body of empirical evidence has established the therapeutic al- 
liance as a core psychotherapy process that directly contributes to overall 
patient change across a range of theoretically diverse treatments (Horvath 
& Symonds, 1991; Martin, Garske, & Davis, 2000). There are numerous theo- 
retical conceptualizations of the therapeutic alliance and several instru- 
ments have been developed to measure it. A common feature among them 
is a description of the general affective quality of the patient-therapist rela- 
tionship, including the interaction of patient and therapist interpersonal 
characteristics (e.g., therapist’s capacity for empathy, patient’s degree of in- 
volvement in treatment) in their moment-to-moment collaboration toward 
agreed on treatment goals (Horvath & Greenberg, 1994). 

Over the course of treatment, the alliance is formed as a dynamic inter- 
personal process. In this process, specific technical treatment interventions 
(e.g., therapist interpretations or empathic reflections) are integrated and 
take on meaning within each unique patient-therapist relationship (Butler 
& Strupp, 1986; Safran & Muran, 2000). The alliance functions both as an 
early treatment predictor of patient change and as a focus of therapeutic in- 
tervention, such as when a breakdown occurs or an impasse is reached be- 
tween patient and therapist (Horvath & Greenberg, 1994). For instance, an 
impasse may occur when a therapist is unaware that a patient is dissatis- 
fied with treatment or felt criticized by something the therapist said. 
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Working through impasses in the therapeutic relationship is considered 
to be a critical part of the change process, particularly within contempo- 
rary, relationally focused perspectives (e.g., Davies, 1994; Ehrenberg, 2000; 
Safran & Muran, 2000; Stolorow, Brandchaft, & Atwood, 1994). The term im- 
passe is used in the clinical literature as a general description of “stuck- 
ness” in treatment, although many other overlapping concepts are also ap- 
plied to this experience. Such overlapping terms include alliance rupture or 
breach, misalliance, false self, defensiveness, resistance, difficult patient, trans- 
ference, countertransference, misattunement, and empathic failure. We have 
adopted the term alliance rupture to represent a particular type of therapeu- 
tic impasse, the definition and identification of which is the focus of this 
chapter. 

A therapeutic alliance rupture is broadly defined as a negative shift in the 
quality of the existing alliance or as difficulty establishing one. It is thought 
to be an inevitable event in treatment that is contributed to by both patient 
and therapist (Safran, Crocker, McMain, & Murray, 1990). The interpersonal 
nature of alliance ruptures distinguishes the term from other definitions of 
impasse that emphasize either patient characteristics (e.g., resistance, neg- 
ative transference) or therapist characteristics (e.g., empathic failure, coun- 
tertransference reaction). In other words, a rupture is not a phenomenon 
that is located exclusively within the patient or caused exclusively by the 
therapist. Rather, a rupture is an interactive process that includes these 
kinds of defensive experiences as they play out within the context of each 
particular therapeutic relationship. The difference between intrapsychic 
and interpersonal conceptualizations of impasse has important implica- 
tions for the way in which a therapist will intervene toward resolving one. 

Aspects of an alliance rupture (e.g., unacknowledged patient or therapist 
hostility) may not be fully in a participant’s awareness, making it a chal- 
lenge to describe by self-report. To create a comprehensive picture of a 
rupture episode, we found it important to capture patient and therapist 
subjective experiences as well as an objective assessment from trained 
third-party observers using videotaped recordings of sessions. This makes 
conducting research on ruptures a laborious, expensive, and time-con- 
suming enterprise. 

Elsewhere, we (Muran, 2001; Muran & Safran, 2002; Safran, 1993a, 1993b; 
Safran & Muran, 2000; Safran, Muran, Samstag, & Stevens, 2002; Safran & 
Segal, 1990) have identified how therapeutic alliance ruptures provide a 
clinical opportunity to explore and restructure a patient’s maladaptive rela- 
tional schemas and thereby function as an important mechanism of psycho- 
logical transformation. Relational schemas are mental representations of an 
individual’s experience of self in relationships that develop from repeated 
interactions with caregivers and serve as a guide to what to expect from 
others in new relationships (e.g., “Others are generally warm and accepting 
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of me,” or “Others are often hostile and rejecting of me”). Interpersonal be- 
haviors are expressed in accordance with these expectations in a way that 
balances the conflicting human needs for both individuation and related- 
ness (e.g., “I will need to protect myself and not let myself be too vulnerable 
with others whom I expect to be critical of me”). According to Sullivan 
(1953), relational schemas or “introjects” develop as individuals treat them- 
selves in a manner that is consistent with the way they were treated by 
their caregivers and other important authority figures. In the therapeutic 
relationship, a clinician’s behavior should be sufficiently different and not 
confirm a patient’s negative introject and allow for introject change. Re- 
search has found patient introject change in brief dynamic psychotherapy 
to be directly linked to the way in which therapists behaved toward them 
and that therapists with negative introjects engaged in countertherapeutic 
interactions (Henry, Schacht, & Strupp, 1986, 1990). 

Alliance ruptures also provide an opportunity for therapists to make crit- 
ical adjustments in technique, as where an impasse is precipitated by the 
therapist’s empathic failure or misattunement to a patient’s relational needs. 
Beginning therapists will often repeat an intervention when a patient re- 
sponds by shutting down emotionally or by objecting rather than shifting 
the clinical task to an exploration of how the patient understood that inter- 
vention. Here, a kind of “vicious circle” (Horney, 1950; Wachtel, 1982) en- 
sues in which a therapist unwittingly acts in a manner that reconfirms and 
entrenches a patient’s negative introject. 

This chapter is an effort to outline, in greater detail and from our per- 
spective, what a rupture is and what it is not. We begin with a brief history 
of the alliance concept and a discussion of the importance of working with 
treatment impasses and ruptures. Next, the interpersonal components of al- 
liance ruptures as we currently define them are provided. There are two 
main components of rupture episodes: misunderstanding events and pa- 
tient rupture marker behaviors. Descriptions of these components as well 
as different rupture types are illustrated with clinical examples. There is an 
overview of therapist facilitative interventions called metacommunications 
that are suggested as a way for therapists to disentangle themselves from 
vicious circles with their patients and resolve alliance ruptures. Finally, we 
end with a summary of some research findings from our Brief Psychother- 
apy Research Program at Beth Israel Medical Center in New York. 


ALLIANCE VERSUS TRANSFERENCE VERSUS 
THE REAL RELATIONSHIP 


To understand what alliance ruptures are, it is important to be grounded in 
the history of concept of the alliance itself. Certain definitions of the alli- 
ance emphasize patient or therapist contributions, whereas others support 
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an interactive model of the relationship with both patient and therapist be- 
haviors included in its development and breakdown. 

Historically, broad distinctions have been made in the evolution of the 
alliance between rational and irrational, mature and primitive, neurotic and 
nonneurotic, and real and transferential aspects of the therapeutic relation- 
ship and a patient’s ability to cooperate with the analyst in the tasks of 
treatment. The articulation of a “therapeutic split” in the ego emphasized 
the importance of the patient’s ability to move back and forth between an 
experiencing and an observing ego in the process of identifying with the an- 
alyst and engaging in self-reflection. The term therapeutic alliance (Zetzel, 
1956) embodied the affective bond or emotional rapport the patient devel- 
oped with the person of the analyst, and it was thought to be a prerequisite 
for successful treatment. Zetzel (1956) defined the therapeutic alliance as 
reflecting positive aspects of the mother-child relationship in which the 
therapist worked with a patient’s capacity to develop an attachment to a 
primary caregiver. 

Luborsky (1976), using the general term “helping alliance” to describe 
the quality of the therapeutic relationship, labeled this kind of alliance Type 
1. In a Type 1 alliance, the patient experiences and is able to accept the 
therapist as warm, helpful, and supportive. Definitions of the alliance that 
emphasize patient contributions, such as the patient’s particular experi- 
ence of the therapeutic relationship and his or her early relationship his- 
tory, are most consistent with the definition of transference (e.g., Frieswyk 
et al., 1986). 

The therapist’s early relationship history has also been demonstrated to 
impact on treatment process and overall patient change at termination. 
Hilliard, Henry, and Strupp (2000) evaluated patient, therapist, and ob- 
server ratings of interpersonal behaviors in Session 3 using Structural Anal- 
ysis of Social Behavior assessments (SASB; Benjamin, 1974), as well as self- 
report introject assessments from the patient and therapist in their early 
parental relationships and in the therapeutic relationship. Hilliard et al. 
(2000) found that both patient and therapist early parental relationships 
had an indirect impact on overall patient outcome (i.e., change in symp- 
tomatology and introject), which was mediated by the therapeutic proc- 
ess (i.e., what the patient and therapist actually did to foster or impede the 
alliance). 

In comparison to the therapeutic alliance and transference, the term 
working alliance (Greenson, 1967) was intended to capture the active, ex- 
plicit collaboration between patient and analyst who shared in negotiating 
the treatment tasks in a process that was distinct from transference or un- 
conscious distortion (i.e., the patient’s reasonable ego allied with the ana- 
lyst’s analyzing ego). This is consistent with Luborsky’s (1976) Type 2 alli- 
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ance, based on the joint effort between patient and therapist in overcoming 
the patient’s difficulties and includes the patient’s ability to eventually work 
independently on the tasks that had been engaged in with the therapist. 

Finally, the working alliance was also distinguished from the “real” rela- 
tionship that was forged between the patient and person of the analyst 
(Greenson, 1967), although this aspect of the therapeutic relationship has 
not been addressed as fully in the literature (see Gelso, 2002 for an excep- 
tion). Greenson (1967) considered therapist behaviors that helped forge the 
alliance, such as degree of openness and genuineness, to be components of 
the real relationship. However, the real relationship sounds similar to Lu- 
borsky’s (1976) Type 1 alliance if we include how the patient perceives 
these therapist qualities and experiences being helped by the therapist. 
This highlights the limitations of a concept of the alliance that does not con- 
sider the interaction of patient and therapist behaviors. 

There remains confusion and disagreement regarding the definition of 
and types of alliance, transference, and real components of the relationship 
that have important implications for clinical intervention. Some criticisms 
of the alliance construct include the degree to which the transferential and 
real interactions between patient and therapist play a role in the overall 
conceptualization of the relationship. There are implications for how im- 
passes should be handled technically, for example, if the relationship is 
considered to be based primarily on patient distortion, defense, and trans- 
ference, or alternatively, as including actual responses of the individuals in 
the consulting room. For instance, the therapist may deal with an impasse 
by providing an interpretation of the transference or intrapsychic conflict. 
However, as Langs (chap. 10, this volume) points out, when a therapist com- 
mits a technical error, the patient’s response and resulting impasse cannot 
simply be interpreted as a transference reaction. Ultimately, a model of the 
therapeutic relationship that does not incorporate both patient and thera- 
pist ongoing reactions to each other is inadequate. 


AN INTEGRATED VIEW OF THE ALLIANCE 
AND THE IMPORTANCE OF IMPASSES 


The view of impasses or ruptures as manifestations of patients’ defenses 
can be contrasted with a conception of the therapeutic alliance as an ongo- 
ing negotiation and collaborative process between a specific patient and a 
specific therapist. This conception acknowledges the role of therapist “fail- 
ure.” Such a position is rooted theoretically in object relations, interper- 
sonal, self-psychological, attachment, and intersubjective movements that 
emerged largely in opposition to what was identified as Freud’s overly re- 
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strictive emphasis on the physiological drives of the individual and inade- 
quate explanation of what occurred in the two-person analytic experience 
(e.g., Greenberg & Mitchell, 1983). 

Indeed, one of the fundamental mechanisms of psychological change, ac- 
cording to Kohut (1984), came via the exploration of the inevitable ruptures 
between patient and analyst. These experiences were considered to be in- 
evitable because no analyst could always be perfectly empathic or avail- 
able to a patient. Kohut defined a rupture as a break in the therapeutic rela- 
tionship resulting from the empathic failure of the analyst, which may 
contribute to the patient’s resistance in treatment. Hopefully, the analyst 
can recognize when this failure occurs and understand the patient’s experi- 
ence of that rupture. Having been understood, then, the patient has the op- 
portunity to increase his or her capacity for self-regulation. 

Strikingly, Strupp and his colleagues have shown in their research on 
brief psychodynamic therapy that impasses reflect hostile exchange se- 
quences between a patient and therapist (e.g., Henry, Schacht, & Strupp, 
1986, 1990). These researchers demonstrated in studies beginning in the 
1940s that therapist hostile communication, such as even subtle criticism of 
the patient, is particularly destructive and contributes to poor overall out- 
come (see Strupp, 1993). Binder and Strupp (1997) emphasized “that nega- 
tive process is a major obstacle to successful treatment, and its pervasive- 
ness has been underestimated” (p. 121) in the psychotherapy research 
literature. Bordin (1979, 1994) suggested that severe alliance ruptures could 
result in premature and unilateral termination by the patient. 

To date, a few empirical studies have demonstrated that therapists can 
address poor alliances in ways that promote improvement in the quality of 
the relationship (Foreman & Marmar, 1985; Kivlighan & Schmitz, 1992; Lans- 
ford, 1986; Safran & Muran, 1996; Safran, Muran, & Samstag, 1994). Incorpo- 
rating aspects of this literature on impasses and alliance ruptures into a 
comprehensive description of the therapeutic relationship contributes to 
an expanded understanding of clinical mechanisms of change and allows 
for a wider range of responsive and effective interventions. 

An integrated view of the alliance also emphasizes the interactive rela- 
tionship between patient and therapist rather than independent patient 
and therapist contributions. For example, Gaston (1990) considered the def- 
initions of therapeutic alliance (the affective bond between patient and 
therapist) and working alliance (the patient’s ability to work purposefully in 
the treatment) to be complementary rather than existing in opposition to 
each other. This is consistent with Bordin’s (1979) conceptualization of the 
alliance as a dynamic interrelationship of three components that operate 
across theoretical models of change: the quality of the emotional bond be- 
tween patient and therapist and how that bond mediates the explicit agree- 
ment on the tasks and goals of treatment. The alliance involves both patient 
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and therapist attitudes and behaviors toward the other and expectations of 
each other in the relationship. 

In an overview of such an integrated conceptualization of the alliance, 
Safran and Muran (2000) highlighted how technical interventions (e.g., inter- 
pretation, homework assignment, etc.) take on particular meanings within 
the context of each patient-therapist relationship matrix: “Any intervention 
may have a positive or a negative impact on the quality of the bond be- 
tween the patient and the therapist depending on its idiosyncratic meaning 
to the patient, and conversely any intervention may be experienced as 
more or less facilitative depending on the preexisting bond” (p. 14). As 
such, it is erroneous to consider transference, alliance, and real relation- 
ship components of the patient-therapist dyad existing independently. But- 
ler and Strupp (1986) also argued that it is problematic for psychotherapy 
researchers to consider the relative contributions of specific technique fac- 
tors (i.e., therapist interventions) separate from the context of common re- 
lationship factors (i.e., the alliance). The importance of this ongoing negoti- 
ation between the patient and therapist in terms of tasks, goals, needs, and 
desires is emphasized in Safran and Muran’s relational treatment approach 
(Muran & Safran, 2002; Safran & Muran, 2000). 


OPERATIONALIZING ALLIANCE RUPTURES 


We define an alliance rupture as being many things. Broadly speaking, a 
rupture is a complex interpersonal process between a patient and therapist 
that is often subjectively experienced as a kind of tension within the thera- 
peutic relationship. This tension can range in intensity from subtle to ex- 
treme and can take on qualitatively different forms. A rupture is an emo- 
tional disconnection between patient and therapist creating a negative shift 
in the quality of the alliance. This disconnection may be caused by a misun- 
derstanding between patient and therapist regarding the tasks, goals, or 
frame of treatment (e.g., a patient questioning the usefulness of a task or a 
therapist pushing his or her own treatment agenda on the patient). It can be 
related to emotional or relational bond factors (e.g., a patient’s mistrust of 
the therapist or a therapist’s dislike of a patient). In addition, it can involve 
an interaction of technique and relationship factors (e.g., therapist rigidity 
in the use of interventions can lead to patient frustration and increasingly 
hostile exchanges). As stated earlier, ruptures are considered to be an inev- 
itable part of treatment and their successful resolution is theorized to be a 
critical mechanism of psychological change. Ruptures can occur at any 
time in a therapy, such as at the very beginning of a treatment when the pa- 
tient and therapist first meet or later within the context of an established 
and strong alliance. They may emerge as single events or as repeated 
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themes across many sessions. It is important to underscore here that the 
development of a rupture is always a bidirectional process in which the pa- 
tient and therapist each play a role. 

A rupture is characterized by movement and emotional shifting in the 
session, typically occurring as a patient begins to feel more vulnerable with 
the therapist or when a patient is working on something he or she consid- 
ers particularly meaningful and is thereby experiencing increased emo- 
tional investment in that task. A therapist who is insensitive to the patient’s 
increased emotional needs or vulnerabilities may unwittingly cause a rup- 
ture. For example, a patient who is beginning to feel more emotionally con- 
nected to the therapist and simultaneously vulnerable to rejection due to 
this increased intimacy might all of a sudden have an angry reaction to the 
therapist answering the telephone during session, whereas this same be- 
havior was not previously an issue for the patient. At that moment, the ther- 
apist was unaware that the patient required his or her undivided attention. 

This type of negative therapeutic process in which the therapist is ac- 
tively participating can be difficult for therapists to identify and manage 
(Binder & Strupp, 1997). A therapist who is unaware of the occurrence of a 
rupture in the treatment (e.g., perhaps due to his or her own feelings of 
helplessness or incompetence) will likely respond in ways that intensify 
the patient’s negative experience, increasing tension in the relationship 
and prompting subsequent rupture episodes. For instance, if the therapist 
who answered the telephone in the previous example interpreted the pa- 
tient’s anger as an intrapsychic event or as part of the patient’s general re- 
lationship pattern rather than understanding the patient’s experience of 
his behavior as rejecting at that moment, he or she would likely come 
across as critical and dismissing of the patient, who in turn might feel 
even more misunderstood. If a therapist is aware of a patient’s negative 
reactions and can facilitate the direct expression and exploration of them, 
an improvement in the alliance will occur: Unresolved ruptures become 
the vicious circles that may lead to protracted treatment impasses and 
premature patient termination. 

Although a rupture is a particular type of negative therapeutic process, 
it also marks the beginning of a potential change process or change event 
in therapy (Rice & Greenberg, 1984; Safran, Greenberg, & Rice, 1988). We de- 
fine rupture episodes as such a change event and have been influenced in 
our work by the task analytic research model. The task analytic research 
model identifies observable patient behaviors or markers of some distress 
(e.g., anxiety reflecting internal conflict) and therapist operations (e.g., spe- 
cific response to the patient’s distress) as two components of a clinical 
change event. 

Our own research on the alliance and rupture-repair cycles in treatment 
has forced an increasing precision in our understanding of this important 
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clinical phenomenon. The definition and assessment of alliance ruptures 
has been elaborated from Safran’s early work establishing the alliance rup- 
ture as a clinical event for empirical study (Safran, Crocker, McMain, & 
Murray, 1990). Initially, seven themes emerged from the analysis by observ- 
ers of sessions in which both patients and therapists identified problems in 
the alliance. These rupture themes included patient (a) overt expressions 
of negative sentiments, (b) indirect communication of negative sentiments 
or hostility, (c) disagreement about the goals or tasks of therapy, (d) com- 
pliance, (e) avoidance maneuvers, (f) self-esteem-enhancing operations, 
and (g) nonresponsiveness to interventions (Safran et al., 1990, pp. 157- 
159). Here, the beginning of a rupture episode was identified as the patient’s 
expression of dissatisfaction with the therapist or some aspect of the treat- 
ment, regardless of whether the impasse was initiated by the patient or the 
therapist. We call this the patient rupture marker. A consequence of our on- 
going research was the realization of the importance of clearly defining the 
precipitating rupture experience, as well as explicitly including the thera- 
pist’s participation in the impasse. 


COMPONENTS OF A RUPTURE EPISODE: 
MISUNDERSTANDING EVENTS AND RUPTURE 
MARKERS 


A rupture episode is defined as a constellation of two primary components 
involving both patient and therapist contributions: a misunderstanding 
event and patient rupture markers. 


Misunderstanding Events 


Consistent with the work of Rhodes, Hill, Thompson, and Elliott (1994), we 
found that identifying a specific misunderstanding event is an important 
component of the rupture episode and its eventual resolution.! A misunder- 
standing event includes the immediate background (e.g., the therapeutic 
task in which the dyad was engaged at the moment) and the precipitant or 
way in which the therapist did something the patient did not need or else 
failed to provide what the patient needed (Rhodes et al., 1994). 

We also found it useful to include as an aspect of the misunderstanding 
event experiences that occurred outside of the session (e.g., a trauma or 
loss that leaves the patient feeling emotionally raw) and the impact of accu- 
mulated and fluctuating experiences with the therapist (e.g., reaching a 


We are grateful to Dalia Spektor and Anthea Paterniti for their efforts in clarifying compo- 
nents of the misunderstanding event and rupture episode. 
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threshold of frustration and expressing anger). These experiences contrib- 
ute to the patient undergoing a shift in his or her sense of self and requiring 
something specific or different from the therapist. They are referred to as 
“patient expectations of therapist” and form a kind of prerupture interper- 
sonal pattern. The way in which a patient interprets treatment events will 
be a function of his or her expectations of the relationship with the thera- 
pist, based in part on early relational experiences with important care- 
givers. This aspect of the misunderstanding event is consistent with the 
Core Conflictual Relationship Theme (CCRT) method of case formulation 
and the components called “expected response of other” and “actual re- 
sponse of other” (Luborsky, 1977; Luborsky & Crits-Christoph, 1998). How- 
ever, we do not incorporate a patient’s general relational history into this 
part of the misunderstanding event but rather develop a description of the 
patient’s current expectations of the relationship with the therapist based 
on what is observed and articulated in each session. There can be subtle 
(and not so subtle) changes in a patient’s relationship expectations with the 
therapist over time and we find that using an abstract and static case for- 
mulation as a guide to understanding moment-to-moment interpersonal be- 
haviors often serves to minimize the importance of these fluctuations. Ther- 
apists who remain wedded to an initial case formulation of a patient, unable 
to amend or abandon it in the face of new and specific interpersonal experi- 
ences with that patient, run the risk of causing a misunderstanding event. 

The following example illustrates the multifaceted, dynamic nature of a 
misunderstanding event in a rupture episode and how a lack of awareness 
by the therapist about the significance of the specific event led to the pa- 
tient terminating treatment. 


Ms. D. Ms. D, a bright and successful single woman in her mid-20s, had 
been in weekly treatment with an older male therapist for about 3 months 
at the time of the misunderstanding event. She sought therapy for symp- 
toms of mild depression due to generally unsatisfying romantic relation- 
ships. The patient was currently involved with a man but was beginning to 
have doubts about the relationship, and she feared it was going to end un- 
happily the way most of the others had. Ms. D described the first 2 months 
of therapy as “ok” but was aware of a nagging sense that the sessions were 
becoming a chore. 

Ms. D came to her session one day after finally ending the relationship 
with her boyfriend (they had been working on how hard this was for her in 
the therapy for the last several weeks). She said she looked forward to this 
session with her therapist, having experienced a shift in her emotions (i.e., 
she felt “raw” after the break-up) and was aware of “needing” him more 
than usual. However, the therapist was unexpectedly delayed in returning 
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from an out-of-town trip that day; he was not in his office for the scheduled 
appointment, nor did he call Ms. D to let her know he was going to be late. 
The patient finally left the office waiting room after 20 min feeling angry, 
confused, and upset. 

In the next session, the patient was angry about the missed session and 
the therapist responded to his absence by commenting on how Ms. D 
“must have felt frustrated.” Ms. D reported feeling “pathologized” by him 
and came away seeing this therapist to be just as disappointing as other 
men in her life had been. At that point, she made the decision to terminate 
treatment. 

There are actually two examples of misunderstanding events in this vi- 
gnette. The first occurred when the patient waited alone in an emotionally 
vulnerable state (the immediate context or background) for the therapist 
who neglected to inform her of his absence, failing to provide her with 
something she needed in that moment (the precipitant). The patient was 
feeling particularly sensitive to loss and rejection because of the recent 
breakup of her relationship with her boyfriend (patient expectation of re- 
jection by the therapist based on recent experiences with her boyfriend). 
The patient was angry and considered the therapist to have disregarded 
her the same way that other men had done in the past (misunderstanding 
event). Although this kind of situation is sometimes unavoidable in ther- 
apy, it could have been utilized to restructure the patient’s relational 
schemes regarding how a particular man (e.g., the therapist) responded 
to her needs. 

The second misunderstanding event in the example occurred in the ses- 
sion following the missed appointment. Here the therapist attempted to em- 
pathize with the feelings of frustration he assumed she had (feelings that 
were consistent with her relationships with other men), but he did not take 
into consideration specifically how he had contributed to her frustration by 
not calling her about his lateness. The patient had previous experiences be- 
ing rejected and disappointed by men, but this man, the therapist, also be- 
haved in a way that was felt by the patient to be rejecting. In the second oc- 
currence, the immediate context was the patient expressing her negative 
feelings about the missed session. The precipitant was the therapist’s inac- 
curate interpretation about her feelings of frustration (i.e., that she always 
felt disappointed and frustrated by men). He failed to take responsibility for 
his role in the first misunderstanding event (the missed appointment) due 
to his own feelings of guilt for having neglected her and as a result, he cre- 
ated a second misunderstanding event (an unempathic analysis of her pa- 
thology). The therapist missed an opportunity here to validate her feelings 
and to help her begin to disentangle her reactions to men based on previ- 
ous experiences from those based on her current disappointment in him. 
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Rupture Markers 


The second component of a rupture episode is the patient rupture marker. 
On the basis of empirical evidence, we identified a number of patient behav- 
iors as rupture markers (see Table 9.1).? These are expressions or indica- 
tions of a patient’s distress resulting from an emotional disconnection from 
the therapist. Patient markers of distress may also serve to push a therapist 
further away. The rupture marker is a behavioral reflection of the patient’s 
cognitive construal of, and emotional reactions to, a specific event or expe- 
rience with the therapist that is generally described by patients as an expe- 
rience of not benefiting from therapy and feeling fundamentally misper- 
ceived and misunderstood by the therapist. This experience may be the 
intensification of a pattern that had begun between the patient and thera- 
pist whereby a particular aspect of the patient’s self that had previously 
been inhibited or unrecognized emerges in the treatment (e.g., a increased 
vulnerability and need for closeness with the therapist or a growing capac- 
ity for self-assertion and need for autonomy). In the previous vignette, the 
rupture markers in the second example were identified as the patient’s indi- 
rect expression of her anger toward the therapist for not calling her about 
the missed session. She spoke in a vague and limited way about feeling “up- 
set” that she “traveled all the way uptown for nothing” without addressing 
explicitly that she was angry at the therapist. In that moment, the patient ex- 
perienced a conflict between wanting to express her dissatisfaction and fear- 
ing retribution in the way of continued rejection by the therapist if she did. 

To identify a taxonomy of rupture marker behaviors, therapy sessions 
from the Brief Psychotherapy Research Program’s database at Beth Israel 
Medical Center (Muran, 2002) were selected for observation based on pa- 
tient and therapist subjective descriptions of rupture episodes that had oc- 
curred. On the postsession questionnaires completed after every meeting 
(Samstag, Batchelder, Muran, Safran, & Winston, 1998), patients and thera- 
pists independently rated whether or not they had experienced “tension” in 
the relationship at any point during that session and if so the degree and 
nature of that tension. Additional questions included the extent to which 
the problem in the relationship was discussed and the degree to which the 
tension was resolved. We chose sessions for observation that were indi- 
cated by patients or therapists or both as evidencing high tension, as these 
were usually the sessions with the clearest examples of ruptures. Sessions 
in which the tension was rated as “low” provided ambiguous data. 

The rupture marker behaviors listed in Table 9.1 were observed in these 
patient- and therapist-identified high tension sessions (although it is not 


?We thank Christopher L. Stevens for his suggestion of the rupture behavior checklist used 
in our coding of rupture-repair cycles. 


TABLE 9.1 
Three Categories of Patient Rupture Marker Behaviors Found 
in Withdrawal and Control Rupture Episodes 


Physical behaviors or appearance 
Averting gaze or looking down 
Turning body away 
Crossing arms 
Slumping in chair 
Face falling 
Raised eyebrows 
Furrowed brow 
Wearing overcoat or keeping bag on lap during session 
Restlessness, such as shifting in chair or fiddling with object 
Self-soothing or self-regulating behaviors (e.g., playing with hair) 
Stiffness in body 
Clenching fists or gripping arms of chair 
Wringing hands 
Wearing revealing clothing, removing clothing in suggestive way 
Sexually suggestive sitting positions 
Flipping hair or objects of clothing (e.g., scarf). 
Overly casual sitting positions (e.g., putting feet up on table) 
Touching therapist 
Changing aspects of the physical space (e.g., pulling chairs closer together) 
Eating food 
Glaring 
Refusal to end the session 
Leaving the session early 
Narrative manner or tone 
Long silence 
Minimal response 
Refusal to respond 
Changing topic 
Quiet voice 
Loud voice 
Demanding, emphatic tone 
Whining tone 
Use of sarcasm or mocking tone 
Coy or flirtatious manner (e.g., teasing) 
Heavy sighs 
Hisses through teeth 
Interrupts and talks over therapist 
Disregards or dismisses therapist 
Directs therapist (e.g., “you should, 
Mimics therapist 
Talks directly to recording device 
Laughing at therapist 
Nervous laughter 


” u 


you must,” or asks pointed questions) 


(Continued) 
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TABLE 9.1 
(Continued) 


Narrative content 
Intellectualization 
Denial 
Tangential, vague, or abstract narrative 
Storytelling 
Talking about other people 
Content of narrative mismatched with affective expression 
Overly ingratiating comments 
“Yes-ing” therapist but then responding in contradictory way 
Self-critical statements 
Self-justifying statements 
Helpless, manipulative behavior (e.g., request that therapist call patient to remind about session) 
Passive-aggressive or threatening behavior (e.g., patient making suicidal threats) 
Name dropping, use of obscure references or unusually sophisticated vocabulary 
Criticizes therapist as a person 
Criticizes therapist’s competence 
Questions relevance of therapist’s interventions or treatment tasks 
Doubts about being in therapy 
Complains about parameters of therapy (e.g., inconvenient session time) 
Complains about lack of progress 


meant to be an exhaustive list); we then inferred from these behaviors that 
a patient was in a rupture state (i.e., an experience of being misunderstood 
by the therapist and feeling demoralized and alone). The rupture state is a 
construct that is not directly observable. The observed patient rupture 
markers fell into three general categories: behavior or appearance, narra- 
tive manner, and narrative content. Typically, there was a clustering of be- 
haviors from two or more of these categories during rupture episodes. For 
example, a patient who criticized the therapist (narrative content) was also 
noted to be speaking in a mocking tone (narrative manner) and observed to 
be wringing his or her hands (physical behavior); a patient responded to 
the therapist’s interpretation with a long silence (narrative manner) during 
which time the patient looked away from the therapist at the floor and 
tapped his or her foot nervously (physical behavior). 


TWO CATEGORIES OF RUPTURE EPISODES: 
WITHDRAWAL AND CONTROL RUPTURES 


Early on in our research, we adopted the names “withdrawal rupture” and 
“confrontation rupture” from work conducted by Harper (1989a, 1989b) as 
part of the Sheffield Psychotherapy Research Studies, describing two dis- 


9. ALLIANCE RUPTURES 201 


tinct types of challenges in therapy. Later, we struggled to distinguish con- 
frontation ruptures, in which patients expressed anger in an indirect and 
hostile manner (i.e., negative therapeutic process), from a patient’s direct 
expression of negative feelings toward the therapist and open exploration 
about their impact on themselves and on the work (i.e., positive therapeu- 
tic process). Furthermore, we found evidence of patient behavior that was 
not overtly hostile in nature but was often described by therapists as an ex- 
perience of feeling pressured or manipulated by the patient to respond ina 
certain way. 

Three subcategories of rupture states were found in our recent observa- 
tions of rupture sessions (Samstag, Safran, & Muran, 2000): withdrawal rup- 
tures and two subcategories of what we now call control ruptures, identified 
as attacking and blaming the therapist (the former confrontation rupture) 
and manipulating the therapist. Examples of patient rupture marker behav- 
iors are outlined following. To differentiate ruptures from patient expres- 
sions of anger as evidence of good therapy, we used the SASB (Benjamin, 
1974). The SASB is a circumplex model of behavior and a system of assess- 
ment instruments used for rating interpersonal behaviors on two general 
intersecting dimensions of affiliation (e.g., ranging from warmth and friend- 
liness to coldness and hostility) and interdependence (e.g., ranging from 
domineering to submissive). Benjamin made an important distinction in her 
model between assessment of narrative content (i.e., what the patient and 
therapist talked about) and therapy process (i.e., the impact of patient and 
therapists verbalizations on each other). 

What seemed to distinguish different patient expressions of anger for us, 
and emerge as a common element in hostile patient confrontations and ma- 
nipulative behavior, was the degree of interpersonal control exerted by the 
patient onto the therapist. This was measured on the SASB with items such 
as, “Subject (S) takes charge of everything and makes Object (O) follow his/ 
her rules,” and “S puts O down, blames him/her, punishes him/her” (Grawe- 
Gerber & Benjamin, 1989). The SASB was also used to operationalize with- 
drawal rupture states. Items identifying a withdrawal rupture include “S 
thinks, does, becomes whatever O wants,” or “S defers to O and conforms 
to O’s wishes.” Many features of rupture episodes and stages of subsequent 
resolution processes were operationalized using SASB, and we refer the 
reader to Safran and Muran (1996), and Safran et al. (1994) for specific find- 
ings using this system. 

In addition to ratings using these kinds of items to distinguish rupture 
types, the SASB was used to assess interpersonal complementarity. Comple- 
mentarity is defined as an interpersonal context in which two individuals en- 
gage in a back and forth cycle in which each elicits or pulls for certain pre- 
dictable behaviors from one another. Reciprocity and correspondence are 
two components of complementarity: Reciprocity occurs on the control 
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axis (dominance elicits submission, and submission elicits dominance) and 
correspondence occurs on the affiliation dimension (friendliness elicits 
friendliness, and hostility elicits hostility). Combining the two axes, an ex- 
ample of a complementary transaction would include friendly dominance 
followed by friendly submission. Ratings on these dimensions reflect ongo- 
ing negotiations between patients and therapists in terms of how friendly or 
hostile they want to be with each other and who will be in control of the 
interactions. Such moment-to-moment interpersonal negotiations are con- 
sidered to occur at an automatic level, outside of the awareness of both pa- 
tient and therapist. The theory of interpersonal complementarity thus pro- 
vides an explanation for why therapists may sometimes respond to their 
angry patients with counter hostility or to their passive, withdrawn patients 
with controlling behavior. This theory has been validated, in part, by stud- 
ies demonstrating a significant relation between hostile correspondence, or 
negative complementarity, with both alliance and treatment outcome (Henry 
et al., 1986; Keisler & Watkins, 1989; Samstag et al., 1999). 


Withdrawal Rupture Markers 


Withdrawal markers include patient behaviors such as physically moving 
away from the therapist (e.g., averting gaze, turning body away), verbal dis- 
engagement (e.g., changing the topic, long silences, or use of vague, ab- 
stract language), and displaying a mismatch between affective expression 
and narrative content (e.g., patient is obviously tearful but denies feeling 
anything). Withdrawal rupture behaviors are passive in nature and they 
can be very subtle and fleeting moments in a session, making them a chal- 
lenge for therapists to attend to. A slight decrease in the patient’s speaking 
volume or a deep sigh after a therapist’s intervention, for instance, can be a 
clue to a patient feeling misunderstood by the therapist. A therapist who is 
unaware of his or her patient’s dissatisfaction and the meaning of the self- 
protective stance in the moment may unconsciously repeat the same type 
of intervention that was not previously responded to by the patient and ini- 
tiate another withdrawal rupture. According to the interpersonal theory of 
complementarity, a therapist will be pulled to respond to a patient’s with- 
drawal marker behaviors in a controlling fashion. 

In the process of a patient withdrawing from the therapist and the task at 
hand, the patient may express negative emotions about himself or herself. 
Drawing a patient’s attention to markers of disengaging behaviors is facili- 
tative in resolving withdrawal ruptures (e.g., “I noticed you frowned just 
now, were you aware of that?”). Insightful patients sometimes notice these 
behaviors themselves and reflect on their feelings and experiences, often 
successfully initiating their own resolution processes (e.g., “As I left here 
last week, I realized I was annoyed that you were not more flexible in trying 
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to reschedule our missed appointment. You must have been some kind of 
inhibiting force because I was suddenly aware of how I felt when I was out- 
side on the street”). These examples of withdrawal rupture markers are 
consistent with our original definition of this category (see the description 
of our rupture research following). 


Attacking and Blaming Rupture Markers 


Examples of attacking and blaming rupture markers are most evident in the 
patient’s verbal criticisms of the therapist either as a person or in terms of 
his or her training, qualifications, and technique. A constellation of attack- 
ing and blaming rupture behaviors also typically includes physical evi- 
dence of the patient’s hostility or aggressive state (e.g., gripping the chair 
arms, clenching fists, or crossing arms) and a hostile, dismissive, or sarcas- 
tic manner of communication. 

Compared to subtle withdrawal rupture markers, the attacking and blam- 
ing rupture marker behaviors are challenging in their power to pull thera- 
pists into complementary and reciprocal interpersonal positions. When a pa- 
tient acts in a hostile manner, for example, it is extremely difficult for a 
therapist to respond to criticisms and demands in an accepting and non- 
defensive manner. In other words, it is extremely difficult for a therapist not 
to respond automatically to a hostile patient with counter hostility. Dis- 
embedding or unhooking from this kind of cycle of hostility and control by 
focusing on the process of communication becomes the therapist’s first pri- 
ority in working through this type of rupture (e.g., “I have the feeling that 
what I just said seemed to rub you the wrong way”). Interventions that facil- 
itate a disembedding and mark the beginning of the repair cycle are elabo- 
rated later in the chapter. 


Manipulative Rupture Markers 


The effect of manipulative rupture behavior seems to be that therapists feel 
pulled to shift the role relationship with the patient in some way. For exam- 
ple, a female patient who wears revealing clothing or sits in a sexually sug- 
gestive position may be provoking her male therapist to respond in a com- 
plementary sexual fashion outside of his clinical role. Patients may act in an 
overly casual fashion (e.g., calling the therapist by his or her given name in 
their first meeting) in a manner that pressures therapists to treat them 
more like friends or colleagues. 

Markers of manipulative rupture episodes are also identified as patients 
acting in a helpless or passive-aggressive fashion. For instance, a patient 
who indicated he or she might have difficulty getting to an early morning 
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session on time and indirectly hinted that the therapist should do some- 
thing to ensure the patient gets there, was experienced to be pushing the 
therapist into occupying a more nurturing role. Similarly, a patient who is 
overly ingratiating and idealizes the therapist is not allowing the therapist 
an autonomous, individuated position in the relationship. 

A challenge for the therapist in identifying manipulation markers is con- 
fronting the gratification the therapist may feel in occupying a particular role 
with a patient. A therapist may enjoy the experience of a patient being at- 
tracted to him, for instance, or may feel relieved to offer some concrete 
caretaking behavior that temporarily satisfies a needy patient. This is consis- 
tent with what Langs (1975) defined as a therapeutic misalliance in which he 
illustrated how certain patient-therapist dyads paradoxically sought to cre- 
ate misalliances as a method of “symptom relief.” He conceived of misalli- 
ance as a collusion between patient and therapist to avoid areas that were 
anxiety provoking for both members of the dyad, including feelings of close- 
ness and intimacy, a denial of separateness through unconscious fantasies of 
omnipotence and inappropriate gratification, and circumvention of the po- 
tentially painful change process through repetition and justification of un- 
satisfying relationships. Langs considered such an avoidance to reflect major 
or minor disruption in the alliance and therapeutic work, but the experience 
was always mutually reinforcing in that it resulted in a temporary feeling of 
relief or “cure” through shared defenses of the dyad. 

The rupture marker behaviors listed in Table 9.1 were not organized by 
rupture categories because the same behavior might be observed in both 
withdrawal and control rupture episodes. For example, a patient gripping 
the arms of his chair may do so to control his anger within the context of an 
attacking and blaming rupture or as a result of anxiety about how the thera- 
pist might respond in the context of a withdrawal rupture. However, a num- 
ber of rupture marker behaviors do also seem to be characteristic of sepa- 
rate rupture categories. Compliance and passive disengagement through 
physical and verbal disconnection are common features of withdrawal rup- 
tures, indirect expression of hostility and direct criticisms of the therapist 
or the treatment are specific to attacking and blaming ruptures, and flirta- 
tious and helpless behavior reflect manipulative ruptures. 

Patient-therapist dyads may consistently evidence only one type of rup- 
ture (e.g., withdrawal ruptures) or they may demonstrate combinations and 
patterns of more than one type. It is not uncommon, for instance, to find cy- 
cles of rupture episodes occurring in which there is first an attacking and 
blaming rupture followed by a withdrawal rupture. Patients who express 
hostility may become anxious about their aggressive impulses and then dis- 
engage from the therapist, fearing retribution. Conversely, a series of with- 
drawal ruptures may contribute to a patient feeling increasingly frustrated, 
and such an emotional shift may result in the patient expressing hostility 
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toward the therapist in an attacking and blaming rupture or trying to ma- 
nipulate the therapist through increased helplessness. 

The examples of rupture episode components provided to this point pri- 
marily reflect experiences in ongoing treatments. The following example il- 
lustrates how rupture episodes can also occur at the beginning of a treat- 
ment prior to an alliance being established. 


Mr. R. Mr. R was a man in his mid-50s who had grown up the eldest of 
six children. He had undergone a long-term treatment in his early adult- 
hood that he described as helping him gain insight into how his painful ex- 
periences of neglectful parents contributed to a general mistrust of others. 
His therapist became pregnant 4 years into the treatment and she was 
forced to terminate due to extensive health problems. Years later, the pa- 
tient responded to an advertisement in a local newspaper describing an in- 
novative, time-limited therapy. Mr. R was accepted into the program, pre- 
senting with symptoms of anxiety and stress about a number of changes in 
his life (e.g., his daughter had recently left for university resulting in a 
greater focus on his unsatisfying marriage). Mr. R reported feeling hopeful 
about this new treatment in spite of the lingering resentment he still felt to- 
ward his last therapist for abandoning him. The clinic assistant had sched- 
uled the appointment for the initial consultation with the therapist. 

On the day of the first session, Mr. R met his new therapist in the waiting 
room offering her a wane smile and extending a limp hand in greeting. He 
wrote on the postsession questionnaire that he was aware of a sense of dis- 
appointment in response to how young and inexperienced she looked as 
she approached him in the waiting room. The clinic assistant had told the 
therapist that this man was very cooperative in completing the paperwork 
and she thought that he was going to be “a great patient.” The therapist was 
aware of the lukewarm reception she received from Mr. R and focused on 
working hard to understand his presenting problems in the context of his 
early relational experiences. The patient called to cancel the next session 
and did not respond to the therapist’s subsequent attempts to contact him. 

This patient, as in the example of Ms. D, also presents with a need for 
something specific from the therapist that for the moment is not being met. 
The therapist may play less of an active role in this rupture episode, with 
patient expectations of the relationship with the therapist in the foreground 
of the rupture episode, but the pattern is similar. Here, the misunderstand- 
ing event is defined as the patient and therapist engaged in the task of an 
initial contact and treatment negotiation (immediate background), how the 
therapist looked on first impression (precipitant), and an assumption the 
patient made about the therapist’s ability to be helpful and meet his needs 
based on physical appearance (patient expectation of therapist). The pa- 
tient was in a highly motivated state at the initiation of the treatment, which 
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reflects the emotional investment component of the misunderstanding 
event. The patient rupture markers included his weak smile and limp hand- 
shake (this was not captured on videotape because the meeting took place 
in the waiting room, but it was noted by the therapist). This withdrawal rup- 
ture episode provided a window of opportunity for the therapist to make 
the features of their initial interaction explicit and help the patient to voice 
his feelings of resentment and expectations that she too would leave him. 


THERAPIST FACILITATIVE INTERVENTIONS: 
PRINCIPALS OF METACOMMUNICATION 


One of the key principles outlined in the resolution model for disentangling 
from the vicious cycle that defines the quality of patient and therapist en- 
gagement in an alliance rupture and treatment impasse is the process of 
therapeutic metacommunication. Metacommunication was a term first used 
by Keisler (1988) in the context of psychotherapy and “is synonymous with 
impact disclosure” (p. 1). It is employed in “an attempt to step outside of 
the relational cycle that is currently being enacted by treating it as the fo- 
cus of collaborative exploration: that is, communicating about the transac- 
tion or implicit communication that is taking place” (Safran & Muran, 2000, 
p. 108). This approach represents a particular clinical sensibility that em- 
phasizes an ongoing experiential awareness of the therapeutic process as it 
is created and evolves in a moment-to-moment fashion. The skill of mindful- 
ness (e.g., Epstein, 1995) is cultivated in the tracking of disconnections and 
fluctuations in relatedness, concentrating on therapist’s subjectivity as a 
way to facilitate the process of metacommunication (Muran & Safran, 2002; 
Safran & Muran, 2000). 

Safran and Muran (2000) outlined three general principals of metacom- 
munication referring to the quality of the therapist’s participation with the 
patient and orientation toward the rupture experience, the focus of the 
therapist’s attention in the context of a treatment impasse, and the thera- 
pist’s experience of working through an impasse. 

First, the therapist should approach the experience with a genuine curi- 
osity, tentativeness, and exploratory attitude, encouraging the patient to 
collaborate in coming to an understanding of the treatment impasse. Meta- 
communications are inspired by a subjective experience in the moment and 
any theme or patterns that emerge in the context of the therapeutic rela- 
tionship should not be treated as a parallel to outside relationships. For ex- 
ample, a therapist may use her immediate reactions to a patient’s presenta- 
tion as a starting point for exploration of the patient’s experience: “I am 
aware of my attention wandering just now and I wonder if it might have 
something to do with the way you are speaking. Are you aware of how you 
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are talking at this moment?” Another type of metacommunication may be in 
the form of a descriptive image the therapist has of the way in which he or 
she experiences being with the patient that has not been fully articulated: “I 
am trying to put into words my sense of what is going on between us right 
now but I feel like it would be easy to say something that would irritate you 
further.” The purpose of these interventions is to initiate exploration of an 
aspect of the relationship that is not yet fully articulated or explicit. Clarifi- 
cation of the therapist’s contribution and acceptance of responsibility for 
his or her role in the misunderstanding event and ensuing impasse is a par- 
ticularly powerful aspect of this principle. 

Second, the therapist maintains a here-and-now focus on the therapeutic 
relationship, offering concrete and specific observations about his or her 
subjective experience of the interaction. Evaluations are made of how pa- 
tients are experiencing therapist interventions, and degree of emotional 
closeness between the patient and therapist is continuously assessed. A 
shift in relatedness toward greater emotional distance may indicate that a 
particular intervention by the therapist came across as critical, dismissive, 
or otherwise hindering. 

Third, therapists should be aware that their initial attempts to resolve an 
impasse will often instigate additional rupture episodes. For example, a 
metacommunication motivated by frustration will serve to intensify the 
treatment impasse (e.g., a therapist describing the “wall” felt between him 
or her and the patient may leave the patient with the sense that the wall 
shouldn’t be there). As such, therapists may find themselves reexperi- 
encing the same type of rupture over and over again. This can result in a 
feeling of hopelessness about the prospects of change, especially during 
prolonged impasses. The experience of hopelessness is considered to be a 
part of the process of working through ruptures. The reader is referred to 
Safran and Muran (2000) for detailed features of these general metacom- 
munication principles, as well as several specific principals regarding the 
practice of mindfulness in communication using extensive clinical vignettes 
for illustration. 


AN OVERVIEW OF OUR RESEARCH ON ALLIANCE 
RUPTURES 


Our research efforts involve detailed qualitative and quantitative analysis 
of session process in time-limited relational therapies, describing distinct 
rupture types and the processes by which these negative shifts or prob- 
lems in the alliance are resolved by the therapist. In our research program, 
examples of ruptures were collected from a number of corresponding 
sources. We use videotaped recordings of therapy sessions for observer as- 
sessment, patient and therapist self-report of alliance quality and descrip- 
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tions of tension in the relationship in the form of postsession question- 
naires (Samstag et al., 1998), information from in-depth interpersonal 
process recall interviews (Elliott, 1984), and descriptions from members of 
our research group in their roles as patients and therapists. 

Videotapes are critical in the assessment of ruptures due to the impor- 
tance of tracking nonverbal behaviors and the interaction between patient 
and therapist. Without videotapes of the four sessions with the patient, 
June, the transcripts of which many of the other contributors to this book 
analyzed, it was impossible to identify complete rupture episodes. For in- 
stance, in Session 8 the patient embarks on a lengthy description of con- 
flicts with her sister, brother, and father, starting out with the patient going 
to London and ending with the issue of her own happiness. This section is 
incoherent and difficult to follow. There is a sense that the patient is not 
giving the therapist any openings, but it is unclear from the narrative alone 
if the patient is evidencing a kind of defensive avoidance or if this, in fact, 
was the agreed on therapeutic task. The therapist began the session with a 
number of directive interventions (e.g., questions such as “Have you 
changed much since Monday?” and “So were you passive and bottled 
things up?”) that perhaps the patient experienced as controlling. To iden- 
tify this as part of a rupture episode, we would need to evaluate the nonver- 
bal behavior of the patient (rupture markers) and the quality of interac- 
tions between patient and therapist. 

Empirically derived models of rupture resolution that have evolved over 
the past decade are described in three stages of “rational-empirical” valida- 
tion research (Safran & Muran, 1996; Safran et al., 1994). Different types of 
ruptures capture distinct conflicts occurring in the ongoing negotiation of 
the alliance, for example, the tension and conflict experienced in negotiat- 
ing the fundamental human needs for relatedness versus individuation or 
agency in both the patient and the therapist (Safran & Muran, 2000). 

Two rupture resolution models emerged from this task analytic re- 
search: one model for passive withdrawal ruptures and another for active 
confrontation ruptures, which is a subtype of what we now define as a con- 
trol rupture (described previously). In both models, patients initially re- 
spond to therapists in a defensive way (i.e., the rupture marker). A patient 
rupture marker reflects a breakdown in the collaboration between the pa- 
tient and therapist and is manifested as a patient emotionally withdrawing 
from the therapist or, conversely, as critically attacking the therapist. This 
is directly followed by the therapist’s focus on that moment through 
friendly and supportive inquiry, empathic reflection, or self-disclosure (e.g., 
“I noticed that you just sighed ... what is your experience right now?” or “I 
have a sense of us playing cat and mouse. Are you aware of that?”) and 
then encouragement of the patient’s exploration of his or her own experi- 
ence, expression of any negative feelings toward the therapist, and fears 
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that serve to block or interfere with the exploration of the rupture experi- 
ence. Finally, in the full resolution model, the therapist encourages direct 
expression of the underlying relational need or wish (e.g., “I feel so sad and 
alone and I don’t know where to turn”). In the context of withdrawal rup- 
tures, the therapist facilitated a patient’s direct assertion of an underlying 
or unconscious relational wish (e.g., a need for nurturance) in a series of 
five stages. In the context of confrontation ruptures, a six-stage model out- 
lined the process of encouraging a patient’s expression of vulnerability 
(e.g., a fear of abandonment; Muran & Safran, 2002; Safran & Muran, 2000). 
Therapists who responded to patient rupture markers with any expressed 
hostility or criticism did not evidence later components of the resolution 
models. Instead, repeated ruptures were evidenced in these sessions, pro- 
voked by the therapist’s misattunement to patient’s relational needs and 
confirmation of negative relational schemas. 

A number of reliable and valid observer-rated measures of therapeutic 
process and content were used in this intensive, single-case research. In ad- 
dition to the observer-rated SASB and CCRT previously mentioned, we used 
the Patient and Therapist Experiencing scales (Klein, Mathieu-Coughlan, 
Keisler, & Gendlin, 1986) and the Client Vocal Quality Scale (Rice & Kerr, 
1986) to identify clinically meaningful, moment-to-moment shifts in the se- 
quential analysis of patient and therapist interpersonal behaviors leading 
to either confirmation or disconfirmation of patients’ maladaptive rela- 
tional schemas. Patient- and therapist-rated alliance and session evaluation 
measures were also completed after each therapy session. 

Two comparatively large-sample studies (Muran, Samstag, Jilton, Batch- 
elder, & Winston, 1997; Samstag et al., 1998) we conducted examined the 
relationship between evaluations of interpersonal process using an inter- 
personal adjective scale and overall outcome in cases of time-limited psy- 
chotherapy. First, we found that repeated observer ratings of patient and 
therapist hostile behavior (e.g., the degree to which a participant was 
“coldhearted” or “impolite”) across treatment were significantly negatively 
related to overall patient outcome (Muran et al., 1997). Degree of friendly 
behavior in sessions did not have any relation to outcome. 

In the second study, we separated patient-therapist dyads in outcome 
categories (i.e., good outcome, poor outcome, or premature termination) 
and found that the link between interpersonal process and overall outcome 
was different depending on the rating perspective (Samstag et al., 1998). 
From the therapist perspective, and consistent with the previous findings, 
ratings of patient hostility significantly differentiated the groups (i.e., levels 
of patient hostility were highest in the dropout condition and lowest in the 
good outcome group, and no relation between patient friendliness and out- 
come was found). From the patient perspective, however, the reverse was 
true: Ratings of therapist friendliness significantly differentiated the three 


210 SAMSTAG, MURAN, SAFRAN 


outcome conditions (i.e., levels of friendly therapist behavior were highest 
in the good outcome condition and lowest in the dropout group), whereas 
therapist hostility had no relation to outcome. 

These studies highlight the often demonstrated relation between inter- 
personal process and outcome and the importance of assessing multiple 
rating perspectives. Patients, therapists, and observers experience or view 
process differently and thereby contribute unique information to an overall 
understanding of the alliance and alliance ruptures. 

Our students have also conducted a number of preliminary studies on 
patient and therapist reported impasses across different types of treat- 
ment. We use the more general term of impasse in this type of exploratory 
research to capture a wide range of difficulties experienced in the therapeu- 
tic relationship. For instance, Nagy, Safran, Muran, and Winston (1998) 
found that therapists consistently reported a greater frequency of impasses 
(25% to 53%) compared to patients (11% to 38%) in a sample of 75 pa- 
tient-therapist dyads across three types of manualized, time-limited thera- 
pies. They also found that patients and therapists in cognitive behavioral 
therapy reported fewer instances of impasses compared to ego-psycho- 
logical and relational treatments. 

Other student projects examined the content of impasses reported. Two 
separate hierarchical cluster analyses were conducted on a sample of 15 
patient-therapist dyads in a time-limited, ego-psychological treatment: One 
evaluated patient-reported ruptures (Jilton et al., 1994), and the other evalu- 
ated ruptures reported by their therapists (Paterniti, Samstag, Gorman, & 
Muran, 2002). The categories of patient-reported impasses (using 100 raters) 
captured patients’ experiences of feeling misunderstood by their therapist 
(e.g., “feeling judged and incompetent” and “feeling pressured to accept 
therapist’s agenda”), experiencing the therapist as hostile or unempathic 
(e.g., “feeling attacked and defensive” and “difficulty trusting therapist”), 
and behaving in an angry or challenging manner with their therapists (e.g., 
“feeling frustrated and angry” and “being assertive”). Therapist-reported 
impasses, using a smaller sample of 30 raters, were consistent with aspects 
of the treatment model, such as therapists most commonly experiencing 
their patients as “resistant” and “defensive.” 

Our current research efforts focused on the development of an observer- 
rated scale of the expanded conceptualization of ruptures and the resolu- 
tion processes in withdrawal and control types (Samstag, Safran, & Muran, 
2000). Preliminary coding with this scale revealed acceptable levels of 
interrater reliability (Samstag, Safran, Muran, & Stevens, 2002). We are also 
in the process of testing a procedure in which patients who are demonstrat- 
ing difficulties developing alliances with their therapists are offered the 
possibility of switching to a new therapist who has expertise in resolving al- 
liance ruptures. 
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In general, an alliance rupture is a particular conceptualization of a treat- 
ment impasse or misalliance involving both patient and therapist contribu- 
tions in a complex interpersonal process. It includes features that are out- 
side of subjective awareness but visible to observers, and features that are 
exclusively the internal experiences of the patients and therapists in the 
room and only accessible by their self-descriptions. A rupture is also a pat- 
tern of relating and disengaging within the ebb and flow of the therapeutic 
relationship that captures the ways in which the participants negotiate the 
dialectically opposing, essential human needs they both have for related- 
ness and individuation. 

More specifically, ruptures are experienced as a kind of tension in the 
therapeutic relationship and are described by patients as a sense of feeling 
misunderstood, alone, and demoralized: They range in intensity from subtle 
to severe, in duration from isolated to protracted, and in frequency from few 
to several; they take on qualitatively different forms with different clusters of 
patient interpersonal behaviors marking different internal conflicts and expe- 
riences of distress; and they can occur within the context of an ongoing treat- 
ment and strong alliance or at the beginning of a therapy when the patient 
and therapist meet for the first time. Clinically, ruptures provide a unique op- 
portunity to explore and reconfigure a patient’s relational schemas and 
maladaptive interpersonal experiences. A rupture is all of these things and as 
such, it is a challenge to define comprehensively yet succinctly. 

Our conceptualization of this important change event has been en- 
hanced by assessment methods that incorporate patient and therapist de- 
scriptions of their own rupture experiences and observer ratings of video- 
taped recordings: Patient and therapist subjective experiences provide 
information that cannot be witnessed by objective observers, but observ- 
ers pick up on behavior that is outside of the participants’ subjective aware- 
ness. Videotaped sessions are a critical part of the assessment process be- 
cause many of the rupture marker behaviors are nonverbal and could not 
be rated by audiotape or transcript alone. Increasing specificity regarding 
the components of a rupture episode—the misunderstanding event and rup- 
ture marker behaviors—have helped to further distinguish the breakdown 
in the alliance from stages of the resolution process. Additional features of 
withdrawal ruptures and two types of control ruptures (attacking and blam- 
ing and manipulative) have been identified through intensive observation 
and analysis of rupture episodes, deepening our understanding of these dis- 
tinct clinical phenomena. 

The observer-rated Rupture Resolution Scale (Samstag et al., 2000) 
emerged out of our observational analyses and is in an early stage of devel- 
opment. Future research efforts will focus on the reliable assessment of cy- 
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cling rupture episodes and effective repair processes, validating our new 
way of thinking about confrontation and manipulation as control ruptures, 
and the role these processes play in the evolving therapeutic relationship 
as a mechanism of psychological change. 
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The Power of 
Ground Rules 


Robert Langs 
Mount Sinai School of Medicine 


This chapter, devoted to the ground rules of brief or time-limited psycho- 
therapy, is written in circular fashion. That is, the very introduction that 
you are now reading was developed only after the completion of the work- 
ing draft of this contribution. The writing, which seemed to have a life of its 
own, turned out to be an exploration into uncharted lands and brought out 
a series of unexpected realizations that called for a fresh set of introductory 
comments. I must say that while I was quite surprised by where it took me, I 
suspect that what follows will surprise my readers even more, especially 
those who are unfamiliar with the communicative-adaptive approach on 
which it is based. 

I began to write without preconceived ideas about time-limited treat- 
ments. I soon saw that because I have not, in recent years, engaged in this 
type of practice, I could not write a chapter based on direct observations of 
this treatment form. Instead, I realized that I would have to fashion a theo- 
retical essay, but it would be one that had an empirical base of its own. It 
would be developed in light of years of clinical research into the nature, 
functions, and effects of ground-rule conditions and management of the 
framework of the usual types of dynamic psychotherapy available today 
(Langs, 1998). 


COMMUNICATIVE-ADAPTIVE APPROACH 


The communicative-adaptive approach on which this discussion of the 
ground rules is based is a relatively new paradigm of dynamic psychother- 
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apy or psychoanalysis (Kuhn, 1962; Raney, 1984). The following are the dis- 
tinctive features of this approach (Langs, 1993): 


1. The human mind has evolved a special set of functions with which to 
adapt to emotionally charged events (triggers) and their meanings (Langs, 
1996). The special set of functions essentially comprise an emotion-processing 
mind, which is a two-system entity, with a conscious system whose contents 
and processes are accessible to awareness and a deep unconscious system 
whose contents and processes are not directly accessible to awareness but 
reach consciousness through encoded narratives. 


2. Many of the most vital and influential aspects of emotional life and psy- 
chotherapy are experienced and processed in the deep unconscious system. 
This is the case largely because many emotionally charged events are too 
anxiety provoking to be tolerated in awareness. 


3. Both the conscious and deep unconscious systems have capabilities 
for perception, processing (intelligence), assessments of ethical and moral 
issues, and other adaptive activities. Each system’s operations are, however, 
relatively independent of the other and differ in respect to what is perceived, 
how it is processed, and the values and standards with which thoughts and 
actions are judged. 


4. An adaptive framework—the study of what patients are coping with—is 
utilized for listening to and formulating of the patient’s material. With this 
framework, it has been discovered that deep unconscious processes are re- 
flected in narrative communications evident in stories about life experiences 
and other events, as well as dreams and daydreams. 


5. These narrative communications have manifest (directly stated) and 
encoded (disguised) meanings. Manifest meanings tend to be responses to 
triggering events outside of therapy, whereas encoded meanings almost al- 
ways are reactions to triggers that take place in therapy, largely in the form 
of therapists’ interventions. The encoded level of expression deals mainly 
with the most recent and immediate comments of and ground rule manage- 
ment by therapists. These triggers are a source of considerable anxiety in 
psychotherapy, which accounts for patients’ disguised (encoded) responses 
to them. 


6. To properly decode the encoded or disguised meanings of narratives, 
a therapist needs to identifying the activating, triggering events that have oc- 
curred in therapy. This process is called trigger decoding. 


The importance of this communicative approach is that it considers that 
not all patient communications are related to their own presenting prob- 
lems and the formulation of their maladaptive repetitive interpersonal pat- 
terns. Instead, the patient is credited with accurately perceiving the effec- 
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tive and ineffective efforts of the therapist, including the therapist’s man- 
agement or mismanagement of the conditions and rules of the psychother- 
apy. In short, a therapist can manifest, often repetitive, maladaptive ther- 
apy management including maladaptive interpersonal patterns in their 
work. Patients perceive and process these patterns and make sense of them 
in the light of their own patterns. It becomes important that therapists en- 
gage in trigger decoding to understand the patient’s response to the thera- 
pist’s own frame-related interventions. None of the ideas that I present here 
can be directly experienced or truly appreciated for their soundness and 
import unless trigger decoding is undertaken. 


Background to the Development 
of Communicative Approach 


Present-day dynamic theories of psychotherapy appear to see the ground 
rules of psychotherapy as relatively inconsequential in respect to under- 
standing the nature of the treatment process and its outcome. Management 
of the ground rules or framework of therapy is seldom observed in detail, 
or linked in any way with the contents of patients’ material, or given much 
serious consideration. The effects of the conditions of treatment and their 
changes on the dynamics of a therapeutic interaction are afforded little, if 
any, attention. In addition, manifest or direct observations of issues related 
to ground rules and their management tend to be thought of as quite 
unrevealing in terms of understanding the patient’s dynamics. 

This restricted theoretical vision is seen in the attention or lack thereof 
given to boundary conditions of therapy. Throughout nature—animate and 
inanimate, physical and mental—boundary conditions create frameworks for 
interactions that are a critical determinant of the nature, meanings, and out- 
comes of the transactions so contained. Indeed, in most circumstances, 
knowing the status of the boundary conditions tells you almost everything 
you need to know about what’s happening in the interior (Langs, 1999). In 
most theories of psychotherapy, there is a relative lack of theoretical under- 
standing among psychotherapists regarding the effects of the conditions in 
which therapy takes place—the rules, frames, and boundaries of treatment in- 
teractions (Langs, 1998, 1999)-even though psychotherapy practice may ad- 
dress these issues somewhat pragmatically and unsystematically. 

A shift of paradigm is required to move away from formulating patients’ 
material and therapists’ interventions based entirely around interpersonal 
phenomena. It is only with such a shift in paradigm and with it a new way of 
observing and formulating the transactions between the parties in therapy 
that the significance of the framework of psychotherapy and a therapist’s 
management of the ground-rule conditions come to the fore and reveal 
their enormous power and consequences. The shift involves moving to ac- 
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cepting the idea that the parameters of psychotherapy itself and the thera- 
pist’s management of them consistently impacts on patients and the out- 
come of their therapies (Langs, 1993, 1998). 


Communicative Approach and Ground Rules, Frames, 
and Boundaries 


The two systems of the emotion-processing mind have dramatically differ- 
ent responses to events and interventions in psychotherapy that involve 
rules, frames, and boundaries. For its part, the conscious mind has a rather 
casual attitude toward these dimensions of treatment. Consciously, both 
patients and therapists pay relatively little attention to this area and there is 
considerable individual variation in conscious attitudes and behaviors in this 
respect. Thus, to the conscious mind, discussions that claim that ground-rule 
conditions are critical to the therapeutic experience seem strange and diffi- 
cult to comprehend. 

The picture is very different when one explores the responses of the 
deep unconscious mind to transactions involving rules, frames, and bound- 
aries. In contrast to the conscious system, this deeper system is almost en- 
tirely focused on this dimension of treatment. If therapists examine patient 
encoded narratives generated in response to frame-related interventions, 
these narratives will reveal deep meaning in relation to those interventions. 
In addition, these deep unconscious responses are consistent across indi- 
viduals and cultures. 

From experience in being alert to therapist-created triggers and decod- 
ing patient narratives around those triggers, my theoretical position is that 
there is a single set of ground rules that apply for all patients, that is, that 
there is a definable, ideal, unconsciously validated framework for all forms 
of psychotherapy. The empirical evidence for these ground rules is based 
on the narratives from patients. These narratives can be decoded to deter- 
mine what impact the ground rules and deviations to the ground rules have 
on the patient’s perception of the process of therapy and of the therapist. 

Specifically, patient narratives validate a specific set of rules that consti- 
tute an ideal or secured frame for all forms of therapy. Adherence to these 
rules and conditions evokes encoded images of helpful, wise, caring, and 
otherwise healing therapists, and adherence is actively healing in its im- 
pact. Departures from these rules and conditions evoke images of inappro- 
priate harm, seductiveness, and insensitivity and are actively harmful in 
their effects. Clinically, whenever a ground-rule issue arises, the patient’s 
subsequent narrative storied material will indicate if the frame change is 
being experienced unconsciously as constructive and healing (positive and 
affirming stories will appear) or as harmful and antitherapeutic (negative 
and harm-related stories will appear). 
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When the therapist decodes these narratives accurately and consistent 
with the patient’s unconscious processes and conveys his or her decoding 
or interpretations to the patient, the patient will, with utmost consistency, 
subsequently provide positively toned narratives that indicate that the in- 
tervention—the decoding—is validated unconsciously. If instead the patient 
subsequently provides narratives that are negatively toned after the inter- 
vention, themes are taken to indicate that the therapist’s interpretation is 
inaccurate and the effort at decoding is considered to be invalid. 

The method may seem indirect to those not trained in this tradition. 
However, it is clear that conscious views and experiences of ground-rule in- 
terventions vary greatly and deep unconscious views and experiences do 
not. For example, if a patient needs to change the appointment time, and 
the therapist complies, the conscious experience is one of compassion and 
accommodation. Nevertheless, the encoded themes will allude to inappro- 
priate seductions and a lack of stability—and the unconscious experience is 
quite negative. 


Secure-Frame Therapy 


The ideal validated framework comprises a set frequency and length of ses- 
sions; a set fee; total privacy and confidentiality; the relative anonymity of 
the therapist with no self-revelations, directives, personal opinions, and the 
like; the patient saying whatever comes to mind (the absence of censor- 
ship); the absence of physical contact; and a group of additional, implied 
rules such as a soundproofed, private office in a professional building. One 
final rule is pertinent here: The therapy continues until the patient is re- 
lieved of his or her symptoms or chooses to terminate the therapy for that 
or any other reason. 

A therapeutic situation that meets all of these unconsciously sought for 
conditions is called a secured-frame therapy and it has a basic set of features 
and effects that are common to all such therapies. Secure frame therapy in- 
herently provides sound holding, safety, security, healing, ego reenforce- 
ment, psychological strength, and support. It is a frame that is applicable to 
all therapy forms and situations, and with minor variations, to all types of 
relationships and interactions. A psychotherapy situation that departs from 
one or more of these ideal conditions is called a deviant-frame or frame- 
modified therapy and it too shares a group of features and effects in com- 
mon, which are of course quite different from those seen in secured frame 
treatment settings. 


When a Therapist Changes the Ideal Ground Rules 


In this context, it is well to be aware that rules, frames, and boundaries al- 
lude to what therapists—and patients—actually do in respect to the frame- 
work and conditions of a therapy. Frame-related activities are real actions 
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that create real conditions of interacting with real effects in and of them- 
selves. Whenever a therapist or patient moves to alter an aspect of the 
frame, for example, come late, miss a session, alter the appointment time, 
go on holidays, change the frequency or duration of sessions, then these 
serve as triggers. At the level of conscious mind, the therapist or the patient 
may have unavoidable reasons for altering the frame in some way. How- 
ever, the effects of these triggers need to be understood at the level of deep 
unconscious experience where the impact is uniformly negative and harm- 
ful. If the therapist is the source of the change, words of apology or regret 
do not diminish these deep unconscious effects. Indeed, therapists’ reassur- 
ing verbal communications often contradict their harmful frame-related ac- 
tions and thereby produce very disturbing mixed inputs for patients. This is 
seen, for example, when a patient accepts a therapist’s explanation for a 
unilateral change in the time of a session but then alludes to hurtful, manip- 
ulative people in his narratives. To compound the problem, if the therapist 
ignores this unconscious accusation or interprets it as encoded transfer- 
ence distortion—when it actually is an accurate unconscious perception— 
much harm is done to the patient. Whenever the ideal and universal frame 
is deviated from, the therapist should be alert to the patient’s encoded or 
unconscious perceptions. The deviations serve as triggers for the encoded, 
unconscious material and its accurate view of the departure from the se- 
cured frame of therapy. 

To reiterate, the deep unconscious system of the emotion-processing 
mind validates and supports only those interventions that have frame- 
securing qualities. In addition, therapist’s values that are consistent with 
deep unconscious values are far more healing and healthier guides to suc- 
cessful patient adaptations than those that are only consciously wrought. 
Similarly, unconscious wisdom is far wiser and healing than is conscious 
wisdom. 


What Do Deviations Provoke in the Patient 
and Therapist? 


One needs to understand why the conscious mind accepts a wide range of 
unconsciously objectionable frame deviations and tends to accept, if not 
prefer, changes to frames rather than those that are secure. The key to un- 
derstanding this discrepancy lies with an appreciation of the nature of hu- 
man death anxieties. There are three forms of death anxiety (Langs, 1997). 


Predatory Death Anxiety. Humans experience a full range of physical 
threats to their immediate survival, including dangers that arise from other 
humans and other types of living organisms, as well as natural dangers 
such as earthquakes and tornadoes. They also experience psychological 
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forms of predatory threat. Direct or manifest threats prompt the rapid mo- 
bilization of physical and mental resources in preparation for fight or flight. 
On the other hand, the situation is very different for unconsciously per- 
ceived predatory threats, which are mostly psychological in nature. In 
these situations, there is an absence of a conscious appreciation of the dan- 
ger and thus no possible fight or flight response—and largely for reasons of 
unconscious guilt, the unconsciously perceived harm is unwittingly ac- 
cepted by the patient. 

We see then that all departures from the ideal ground rules, frames, and 
boundaries are experienced deep unconsciously as predatory acts—as psy- 
chological forms of harm. Thus, when a therapist establishes a modified 
framework for a treatment experience as is done for time-limited therapies, 
he or she activates strong predatory death anxieties in the patient, al- 
though the deviating therapist experiences strong predator (causing harm 
to others) death anxiety as well. 

There are two major reasons why patients so often accept deviant 
frames for their psychotherapies. The first is that these predatory frames 
satisfy their guilt ridden and rather pervasive needs for punishment; the 
second is that they are spared much-dreaded secured frame anxieties. 


Predator Death Anxiety. This form of death anxiety is distinctly human 
and the unconscious response to the conscious and unconscious self-per- 
ception of damaging others that creates pressures on the conscious system 
to make choices and engage in actions that are self-punitive and self-harm- 
ful. This deep unconscious mechanism appears to have evolved as a way of 
enhancing survival by helping to curtail the strong, natural human ten- 
dency to do harm to others when frustrated, harmed, deprived of food and 
shelter, in a state of jealously or envy, and the like. As noted, this type of 
death anxiety can come into play whenever an individual modifies a ground 
rule, be it therapist or patient. 


Existential Death Anxiety. Language has fostered a clear sense of per- 
sonal identity and the ability to anticipate the future, including the eventual 
death of all humans and including, of course, oneself. In this way, existential 
death anxiety became a feature of the human condition and a potentially 
disruptive force that needed to be mollified lest it interfere with activities 
needed for survival. The selected solution to this problem was to turn to 
the use of denial and obliteration in its myriad of mental and behavioral 
forms. 

Perhaps the most prevalent and least appreciated means of denying the 
inevitability of personal death is the violation of the ideal, unconsciously 
validated ground rules of relationships and interactions, including, of course, 
those that are psychotherapeutic. Although as noted, secured frames are 
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optimally and inherently supportive, ego-enhancing, safe, and healing, they 
also evoke severe and dreaded existential death anxieties. This arises be- 
cause strict—and I must add eminently sound and unconsciously validated— 
adherence to the ideal ground rules is limiting and entrapping. 

In this regard, it is well to realize that secured-frame therapy, however 
rare it is, is not only the ideal conditions for therapeutic cure; it also offers 
the only conditions of therapy that enables patients to express and experi- 
ence their existential death anxieties in ways that can be interpreted and 
suitably processed. This type of therapeutic work is essential to coming to 
terms with these ever present, unconsciously disruptive anxieties and re- 
solving them to the greatest extent feasible. Any therapy that has not 
helped a patient resolve or make peace with a portion of their existential 
death anxieties is an incomplete therapy. However, as we shall see, dealing 
with one form of these anxieties is feasible in time-limited treatments. 


THE COMMUNICATIVE APPROACH 
AND FRAMES IN BRIEF THERAPIES 


Applying unconsciously validated insights to short-term therapies is a valid 
effort because of incontrovertible evidence that whereas conscious views 
and experiences of ground rule interventions vary greatly, deep unconscious 
views and experiences do not (Langs, 1998). Clearly, all planned short-term 
psychotherapies inherently entail a basic departure from the ideal frame as 
defined—they are fundamentally deviant-frame therapies. Yet just as clearly, 
with few exceptions, every therapy being conducted in the world today is a 
deviant-frame therapy as well. One needs to look at the deeper, unconscious 
reasons for this state of affairs, after which one can explore the implications 
of the deviant-frame conditions for short-term therapy treatments. Before 
doing so, however, it is well to be clear that there is no intention here to dis- 
credit the time-limited treatment modality. There is an evident tension be- 
tween the conscious need for this type of psychotherapy and deep uncon- 
scious experience—between social need and psychobiological effects. This 
conflict calls for very careful and unbiased explorations. 


Ground Rules and Brief Therapies 


Time-limited treatments in which there is a patient-therapist contract that 
includes an agreed on, limited number of sessions after which the therapy 
will be terminated, are classified as a distinctive form of therapy largely be- 
cause they include a condition for treatment that is not part of the usual or 
more standard therapeutic contract. This indicates that even on the sur- 
face—manifestly—short-term therapies are conducted within a framework 
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that is distinctive and likely to have notable effects. This suggests that the 
question of the influence of framework conditions on the treatment experi- 
ence and its outcome should be of particular interest to therapists who 
work with this modified modality of treatment. It follows too that the more 
we understand about these effects the greater will be our understanding of 
the conscious and unconscious dynamics of the short-term treatments mo- 
dality and how they are best practiced to offer an optimal therapeutic expe- 
rience to the patient within the time constraints. 

Applying the template of the ideal or secured frame to short-term psy- 
chotherapies then is certain to generate illuminating insights that could 
easily be verified by any mental health professional who brings the commu- 
nicative-adaptive approach to his or her short-term therapy work with pa- 
tients. For it so happens that without engaging in trigger decoding in 
response to one’s own frame-related interventions—a method of linking im- 
ages to their triggering events and the sole known means of accessing deep 
unconscious experience—none of the ideas that I present here can be di- 
rectly experienced or truly appreciated for their soundness and import. 


Frame Deviations and Brief Therapies 


Time-limited psychotherapy is, as noted, inherently frame modified. In addi- 
tion, it is almost always accompanied by additional departures from the ideal 
frame, for example, modifications in total privacy and confidentiality, depar- 
tures from the relative anonymity of the therapist, and variations in the time 
and length of sessions. These conditions, as I indicated, foster predatory 
death anxieties in patients and equally intense predator death anxieties in 
therapists. Yet also, a forced termination can create a persecutory form of 
death anxiety that is experienced by both parties that is quite unlike the exis- 
tential death anxiety seen in secured frame treatment settings. 

The mobilization of these deep unconscious anxieties and experiences 
are observable in the unconsciously selected details of these frame-related 
impingements that appear in patients’ dreams and other narratives. To en- 
able the patient to experience a measure of deep healing in these areas, 
these narrative themes need to be decoded and interpreted in light of their 
frame-deviant triggers—the immediate and anticipated frame-deviant inter- 
ventions of the therapist. 

In this regard there is an unexplored and unsolved issue of considerable 
importance: Can the interpretation of patients’ experiences of the impact 
and consequences of their short-term, deviant frames be sufficient to re- 
solve and lead to deep healing in the absence of rectification of the frame 
modifications? 

Ideally, healing occurs when frame alterations are both interpreted and 
corrected or rectified. The failure to rectify a frame modification is experi- 
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enced deep unconsciously as a way of belying and undoing the offer by the 
therapist of a sound and unconsciously validated trigger decoded interpre- 
tation of patients’ frame-responsive material. The stark contradiction be- 
tween word and deed also is experienced as an attempt to confuse the pa- 
tient and as a reflection of confusion if not madness in the therapist. 
Nevertheless, many short-term therapies arise because of clear social or fi- 
nancial need or in the absence of available alternative forms of treatment. 
There is therefore an unconscious appreciation for this aspect of the situa- 
tion, even though we do not as yet know the extent to which it permits 
sound healing. Thus, one must appreciate the tension between the deviant 
frame and its necessity and between the deviant frame and the sound inter- 
pretation of its meanings. A great deal of clinical research is needed before 
therapists fully understand the ramifications of these problems and dis- 
cover how to best resolve them. 

Finally, there’s the problem of paradoxical forms of relief from emotional 
symptoms. Humans are able to respond to therapist-evoked traumas and 
frame violations with a mobilization of adaptive resources that lead to 
some measure of self-healing. It is critical then to avoid the assumption that 
symptom relief has arisen from sound interventions and to determine the 
actual source of a patient’s improved emotional state. 


A CLINICAL ILLUSTRATION 


A review of transcribed clinical material was made available to the contribu- 
tors to this book. The transcriptions were from a brief therapy practiced in a 
hospital clinic where the therapist worked with a team of consultants who re- 
fer to each other as needed. This is a common workplace environment 
throughout the psychotherapy world. When the parameters of this work are 
compared with the ideal secure-frame therapy that is advocated here, this 
form of therapy in this location actually entails many frame modifications. 
Therefore, the communicative approach impels therapists to analyze the 
patient’s narratives for encoded perceptions about these modifications. 
However, in the available transcripts there was little in the way of encoded, 
narrative responses. This is not an uncommon finding in therapies in which 
a therapist works with manifest contents and surface meanings and tends 
to be rather active in making comments to his or her patient-comments 
that preclude the build up of narrative expressions. Indeed, the very char- 
acteristics of brief therapies include an active therapist working in a fo- 
cused manner. Although it is acknowledged that this way of working may 
be effective within limits, there is also evidence that at times brief therapies 
are motivated by the therapist’s own unconscious predilections. In these 
circumstances, the therapist’s countertransference-based needs will pre- 
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clude unconscious communications from patients that are strongly critical 
of the therapist’s frame management activities and other interventions. 

To demonstrate the communicative approach and its relevance to frame- 
related modifications, I turn now to a brief excerpt from this time-limited 
therapy. This excerpt reveals an encoded response by the patient, code 
named A, who is a young woman with uncontrolled diabetes. She was seen 
by a female therapist in a nine-session, time-limited therapy for noncompli- 
ance with her medical regime. The sessions were recorded and it is possi- 
ble that prior to the session from which the excerpt came the therapist, 
without the patient’s permission or knowledge, could have talked to the re- 
ferring physician who works in the same clinic where the patient was being 
seen. The therapist may have used information received that way in her in- 
terventions to the patient. I state this because of what is known about staff 
protocols in similar settings and also by decoding the excerpt. However, 
this becomes evident as I explain the technique. Thus, any one or all of 
these frame modifications could become a trigger around which the patient 
will encode her unconscious responses. 

We are looking at the last few minutes of the second session. The patient 
speaks of being an avid smoker and there ensues a discussion of her smoking 
habits, after which the patient mentions that her mother doesn’t usually 
smoke, that her mother claims she never smoked, but actually did smoke be- 
fore she met her husband (A’s dad) and that she now has an occasional ciga- 
rette as a way of being rebellious. The therapist says that the patient is rebel- 
lious too, and the patient responds that she doesn’t hide things much now 
because she’s living on her own. She can smoke in her flat and do what she 
likes, to which the therapist comments that the patient is in control of things 
there. The patient agrees with that—she’s more in control since she’s been on 
her own. The therapist (T) then says that just before they end, she wonders 
who A feels most out of control with—is it her “mum” or her dad, or who? 

The balance of the session continues: 


A: [Responding to the therapist’s question] Anyone, at different times. I 
don’t think there’s any... it may be dad one day, my mum the next. 
There’s two, well three including you. Two people I think I can say 
anything to, and that’s my two friends, Sally and Kate. 

T: All right, and they’re the friends that talk ... 

A: But even then, yes ... even, not Sally much, because, no, Sally has 
been quite open, she openly talks to me and she’s been through 
quite a lot. She’s anorectic and she’s not happy with her parents, so 
she openly talks to me. She’s an initiator I think, really, she’ll openly 
talk to me, so I opened up more to her than to Kate, because.... 
Yeah, I will tell Kate things, but not necessarily everything, because, 
for one thing I know the person she is. 
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T: Do you feel that she disapproves of you? 

A: Not that she disapproves, just that she does know, I think, she’s 
come round when I’ve been at my mum’s and my mum and her have 
sat chatting. And I’m sitting there thinking, please don’t bring up a 
certain subject, because if she did, I know you’re going to say some- 
thing that I’m not going to want you to say. So, like I know that Sally 
would never do that. She’d never discuss anything that... you know, 
anything that we say is between the two of us. 

T: Kate might not be confidential? 

A: Yeah. Something, like you know, I'll still say more than I'd say to my 
family to her, but I don’t trust her. 

T: That’s another example, just before we finish, of how in your family 
you're either blanked out or you have your space invaded. And lot’s 
of what’s been going on for you is a completely extreme version: Ei- 
ther I trust people, or I don’t trust them at all. 


oF 


Yes, that is true. 


T: Either your family are completely and utterly quite overbearing and 
wondering what you’re doing and making you do things for them, or 
they’re blanking you out. And you feel.... 


A: Yeah, I do wonder whether they do that because I get so annoyed at 
them when they. ... They know it upsets me when they keep going 
on at me. If they do they just don’t say anything and I feel like some- 
thing. ... It’s like they think they’re doing it for my benefit, but they 
think they can cross any lines then. 


I suggest the following encoded scenario. The patient is responding deep 
unconsciously to the (possible or likely) therapist’s discussions of her case 
with the referring physician and to the tape recording of her sessions 
through which the therapy is opened to others—third-party intruders. 
There’s a hint of an unconscious perception that the therapist is not disclos- 
ing important information to or is keeping a secret from the patient in the 
story of the mother’s hiding her behaviors in saying that she never smoked. 

There follows from the patient an encoded perception about what would 
constitute a corrective or model of rectification regarding this frame viola- 
tion that has mitigated against the ideal secure-frame requirement of much- 
needed privacy of the sessions. I’m referring to the patient’s not having to 
hide things now because she has her own, private space (flat) and that 
she’s freer to do things she likes to do under those conditions (in contrast 
to her needing to hide things and being less free when others are in her 
space). This is corrective in the sense that the patient is sending an en- 
coded message to the therapist that she needs a private space where she 
can freely talk. 
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The patient then turns the discussion of being in control of things into a 
minimal story about whom she can and cannot communicate openly. Al- 
though A consciously places her therapist among those with whom she can 
do this, her encoded story about her friend Kate reveals a deep uncon- 
scious perception of the therapist as someone to whom she cannot reveal a 
great deal to because she has no boundaries about what can and cannot be 
said to third parties (represented as A’s mother). In this context, the 
trusted friend Sally most likely is an encoded message offering another cor- 
rective message to the therapist—to make the therapy private so A can talk 
to her openly. The invasive actions of A’s family, to which the therapist re- 
fers to manifestly, actually encodes (represents, symbolizes) disguised per- 
ceptions of how the therapist is behaving with the patient by recording 
what should, ideally, be private, unrecorded sessions and by (possibly) 
speaking to the referring physician about the patient. 

The therapist’s interventions are not informed by the communicative ap- 
proach and therefore missed the accurate encoded perceptions of the 
frame modifications. Instead, the interventions are aimed solely in relating 
narratives to the patient’s formulation (the Cognitive Analytic Therapy dia- 
gram) and of monitoring transference enactments. The effect is to work on 
the manifest level without attention to what is being encoded by A. The sub- 
sequent impact will be based on the therapist’s overlooking the patient’s 
needs for a secure-frame therapy. 

In this light, one may say that these interventions fail to reflect an appre- 
ciation that patients accurately and unconsciously perceive the implica- 
tions of the framework of therapy made available to them by their thera- 
pists. Because these perceptions are valid, it is important to realize that 
communications from patients should not to be thought of as solely, if at 
all, related to transferences. In this case, the added understanding of the 
patient’s encoded meanings would alert the therapist to the unconscious 
implications of her own behaviors—here, her frame violations—and pre- 
clude the patient’s tendency to deflect the harm that she, the therapist, is 
doing to the patient onto the patient’s friends and family. Put another way, 
the trigger decoded unconscious meanings of this material would alert the 
therapist to her frame violations and to the patient’s feelings of mistrust of 
the therapist. In contrast, the reading of A’s manifest material holds others, 
including the patient herself, responsible for what’s awry at the moment 
and the therapist’s contributions to this disequilibrium. Manifest content 
therapists address one world—superficial, self-evident, defensive, denial 
based, and of little emotional power—whereas trigger decoding therapists 
address a very different one: deep, truly unconscious, far from obvious, 
nondefensive, and emotionally powerful. 

Finally, it is clear that it is absolutely necessary to engage in a listening 
process that is organized around triggering events—therapists’ interven- 
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tions—to hear and appreciate encoded meanings. This world of deep uncon- 
scious experience and communication goes unheard when a therapist’s at- 
tention is restricted to the manifest contents of patients’ material and their 
extracted implications. The world of deep unconscious experience is a cam- 
ouflaged world and a therapist needs to know how to look beyond the cam- 
ouflage (the disguise) to see what’s there but hidden. Put another way, 
what a therapist sees is based on the lenses the therapist uses—with a lens 
focused on manifest contents a therapist sees only the surface and the self- 
evident meanings of patients’ material. By adding the decoding lens and us- 
ing it, a therapist sees an otherwise unseen, nonmanifest world of great 
power and beauty—and of enormous importance to the basis for a patient’s 
emotional problems and their insightful resolution. These insights also fa- 
cilitate the therapist’s learning from the patient about what constitutes 
sound therapy. 


SUMMARY AND SOME POSSIBLE SOLUTIONS 


As this discussion indicates, there’s an important place for communicative- 
adaptive understanding and interpretive work in short-term therapies. Ef- 
forts to get in touch with patients’ deep unconscious experiences of the 
therapist and therapy transactions in light of frame-related and other inter- 
ventions are certain to enhance the therapeutic experience and outcome 
for the patient. Such efforts will also provide inevitable insights for the ther- 
apist that can lead to improvements in practice. This means that therapists 
should attend to identifying the most active triggers in a given session— 
whether they’re frame modifying or moments of frame securing—and orga- 
nize, decode, and interpret the patient’s narrative material as deep uncon- 
scious perceptions of the actual meanings and impact that these triggers 
are having on the patient. 

Subsequently, the therapist should rectify those departures from the 
ideal frame that can be corrected. This offers the patient (and the therapist) 
a secured-frame moment of healing and the activation of natural existential 
death anxieties under conditions that allow for the processing and resolu- 
tion of those ever-present concerns. 

One of the triggers might be the brief or short-term contract of therapy. 
For some patients, this may need to be changed to one that is open ended, 
at the patient’s encoded request and directives in their narratives. A patient 
is greatly helped when a therapist is able to recognize and explore the un- 
conscious basis for adverse behavioral effects of a time-limited therapy. 

Practitioners of brief and short-term therapies are strongly advised to 
engage in self-processing activities to deeply understand and resolve the 
adverse effects of this pursuit where possible (Langs, 1993). Therapists 
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have the advantage of being able to identify and process their own re- 
sponses to critical triggers related to their work with time-limited patients. 
Unless a therapist trigger decodes their patient’s imagery and brings it into 
awareness, these encoded perceptions register deep unconsciously in the 
therapist and their unconsciously perceived predatory quality registers 
and evokes self-punitive unconscious pressures. The result of this uncon- 
scious dialogue between patient and therapist may result in further acting 
out by the therapist in the form of further frame modifications—an effect 
that can be precluded only through sound self-processing. For example, a 
therapist may miss a session for whatever reason and the patient’s subse- 
quent narratives may reveal the accurate perception of the harm done by 
this absence. Unless decoded accurately, further frame modifications may 
occur such as the patient then being absent for a session to which the ther- 
apist then reacts by changing the appointment time. 

Valid trigger decoding provides deep insight into the unconscious as- 
pects of the therapy process. In this way, the healing that results from 
sound interventions serves as a countermeasure against the harm caused 
by the modified therapy frame. A therapist who conducts unconsciously 
validated short-term therapies is serving not only his or her patient but him 
or herself as well. 


CONCLUDING COMMENTS 


Short-term therapies appear to be a social necessity. This does not mean, 
however, that they are biologically or psychologically sound or inherently 
healing for all patients. As I’ve been indicating, the true nature of their ef- 
fects needs to be understood in depth so ways of making the short-term 
treatment experience optimally rewarding and healing for both parties to 
therapy can be discovered. Their true nature can only be glimpsed by de- 
coding narratives around real-life triggers. 

Using insights derived from the communicative-adaptive approach, I 
have offered a series of ideas and suggestions that not only are likely to 
seem foreign to the reader but enlightening for how we might adjust tech- 
nique in the interests of the patient. This approach may arise some anxiety, 
but a reasonable measure of anxiety is a great stimulus for growth and self- 
healing and for correcting flaws in how therapists carry out therapy. The 
reader must first engage in trigger decoding to verify, and even advance, 
the ideas presented in this chapter. Anyone with the courage and strength 
to take this step will then, I’m quite certain, be motivated to think carefully 
about the ground rules, boundaries, and frame of brief and short-term treat- 
ments in the light of decoding patients’ narratives. These discoveries pro- 
vide new ways to improve what those treatments can offer to both patients 
and therapists alike. 
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Countertransference 
and Its Management 
in Brief Dynamic Therapy 


Charles J. Gelso 
University of Maryland, College Park 


We have begun to consider the “counter transference,” which arises in the 
physician as a result of the patient’s influence on his unconscious feelings, 
and have nearly come to the point of requiring the physician to recognize 
and overcome this countertransference in himself. ... Anyone who fails 
to produce results in a self-analysis of this kind may at once give up any 
idea of being able to treat patients by analysis. 

—Freud (1910/1957, pp. 144-145) 


With this statement, Freud (1910/1957) placed the concept of countertrans- 
ference (CT) into the theoretical mix of key constructs in psychoanalytic 
treatment. Yet Freud rarely addressed this construct over his long career, 
and in fact the concept was neglected for many years. CT was seen as some- 
thing that was a hindrance to therapy, something to be done away with. 
Good analysts were considered to be sufficiently analyzed to the point that 
their work was not infected by this phenomenon. When seen in this light, it 
is not surprising that CT attained the status of a taboo topic. 

This pejorative view of CT held sway for many years. However, as classi- 
cal drive and ego analytic theories themselves broadened, and as other 
models became prominent within psychoanalysis, conceptions of CT also 
changed. The newer theories had a decidedly interpersonal or relational fo- 
cus, even though intrapsychic events were still considered fundamental to 
analytic thinking and work. (See Pine’s, 1990, discussion of the different 
schools of thought under the broad umbrella of psychoanalysis.) These 
models, which began emerging in the 1950s, more likely viewed CT as inevi- 
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table. Furthermore, within these conceptual systems CT was seen as having 
potential to aid as well as hinder therapy, depending on how the therapist 
dealt with his or her internal reactions. So broadened, CT has been theo- 
rized about with much greater frequency in recent decades, and a number 
of empirical studies have examined how CT relates to treatment process 
and outcome. This chapter briefly examines the varying conceptions of CT 
with an emphasis on the relational perspective. Some distinctions that facil- 
itate an understanding of this complex construct, countertransference, are 
made, and the concept of CT management is introduced. Research on CT as 
it relates to treatment process and outcome is briefly summarized. The 
chapter concludes with clinical examples and suggestions to practitioners. 


CONCEPTIONS OF COUNTERTRANSFERENCE 


Over the years, it has been possible to delineate four interrelated concep- 
tions of CT. In chronological order, these are the classical, totalistic, com- 
plementary, and relational perspectives. As we shall see, each perspective 
has a certain slant on CT and certain advantages. Each also has inevitable 
limitations. 

The classical view springs from Freud’s (1910/1957) beliefs about CT, as it 
is embodied in the quote given at the beginning of the chapter. CT is seen 
as, in effect, the therapist’s transference to the patient’s transference. In 
other words, it is the therapist’s reaction (internal or behavioral) to the pa- 
tient’s transference, rooted in the therapist’s own unresolved conflicts and 
issues. As an example, within the transference the therapist may be experi- 
enced by the patient as the uncaring and self-centered mother of the pa- 
tient’s inner world. The therapist consciously or unconsciously senses this 
reaction, and this stirs the therapist’s own unresolved issues around not 
being a good enough mother, which in turn relate to deprivations the thera- 
pist experienced. The transference thus produces anxiety in the therapist. 
Lacking insight into this conflict, the therapist allays the anxiety by being 
overindulgent with the patient. In this way, the therapist’s needs, rather 
than the patient’s needs, have been taken care of. Such CT reactions obvi- 
ously do not facilitate treatment and need to be worked through so that 
they do not become manifested in the treatment hour. Therapy proceeds 
most effectively in the absence of CT, that is, CT as seen in the preceding 
example. 

What has become known as the totalist view of CT arose in reaction to 
the perceived narrowness of the classical position. Whereas the classical 
conception restricted CT to only those situations in which the therapist re- 
acted transferentially to the patient’s transference, the totalist conception 
was that CT included all the therapist’s emotional reactions to the patient. 
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In this way, CT became seen as the totality of the therapist’s emotional re- 
actions and was thus equivalent to the therapist’s experience of and reac- 
tions to the patient—the therapist’s “subjectivity,” to use Aron’s (1991) term. 
This conception emerged in the 1950s (Heimann, 1950; Little, 1951) and was 
further developed subsequently (e.g., Kernberg, 1965). 

In defining CT in such broad terms, the totalists went significantly be- 
yond the conception of CT as conflict based. CT experiences were no longer 
something to be done away with, but rather such internal reactions were to 
be understood in the context of each ongoing therapeutic relationship. If so 
understood, CT would substantially benefit the patient and the work. Thus, 
the therapist’s inner experience, the CT, often revealed subtle aspects of 
the patient’s life and psyche. In other words, the feelings the therapist expe- 
rienced with and toward the patient had much to say about how others re- 
acted to the patient, what the patient stimulated in others, how the patient 
dealt with others, how the patient was treated by significant others earlier 
in his or her life, and of course how the patient reacted to significant others 
in childhood. As elsewhere discussed (Gelso & Hayes, 2002), the totalistic 
position gained support as analytic therapists increasingly worked with and 
theorized about severely disturbed patients, in particular those with bor- 
derline and narcissistic disturbances. When working with such patients, the 
experience of intense emotional reactions (e.g., hate and rage) is common- 
place and perhaps inevitable, and it does not seem to be the therapist’s un- 
resolved conflicts that solely cause these intense reactions, according to 
totalists. Rather, such reactions are stirred to an important extent by the 
patient, often through primitive defenses, for example, projective identifica- 
tion (see clarification by Gabbard, 2001, and Gabbard & Wilkinson, 1994). It 
seemed wise to the totalists to consider intense therapist reactions under 
the broad umbrella of CT. In this sense, it is appropriate to view CT as a 
more general process and something that can facilitate the therapy process 
if the therapist is able to understand and use his or her feelings to guide re- 
sponses to the patient. 

Just as the classical view may be criticized for its narrowness, the all- 
encompassing nature of the totalist conception makes it scientifically sus- 
pect (Gelso & Hayes, 1998, 2002; Hayes & Gelso, 2001). It may be scientifi- 
cally more meaningful to refer to the totality of the therapist’s experience 
with the patient as simply the therapist’s experience and reserve the term 
CT for such experience as it occurs under or is caused by certain condi- 
tions, for example, when patient material stirs the therapist’s unresolved is- 
sues or conflicts with therapist personality factors. If the broad conception 
is maintained, then it would make sense to divide CT into different types. 
For example, the interpersonalist Kiesler (2001), dichotomized CT into sub- 
jective and objective types. The former refers to the irrational therapist re- 
actions tied to his or her unresolved conflicts, whereas objective CT in- 
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cludes therapist emotional reactions that are expected and natural (not 
based on unresolved issues) with a particular patient. 

A third conception of CT has been referred to as the complementary 
view (Epstein & Feiner, 1988). CT is seen as a complement or counterpart to 
the patient’s transference or style of relating. Thus, patients “pull” for cer- 
tain reactions in therapists, and therapists experience the impulse to re- 
spond to these pulls in certain ways. This conception was best articulated a 
number of years ago by Racker (1957, 1968) and is evident in modern inter- 
personal theory (Butler, Flasher, & Strupp, 1993; Kiesler, 2001; Levenson, 
1995). Racker’s (1957/1968) “law of tallion,” for example, specifies that every 
positive transference is met with a positive CT, and every negative transfer- 
ence is met with a negative CT. Thus, the patient’s transference and other 
material pull for accompanying therapist reactions. However, the effective 
therapist does not simply act out these reactions—does not act out lex 
talionis (“an eye for an eye, a tooth for a tooth”). Instead, he or she seeks to 
understand the dynamics within himself or herself and the patient and re- 
spond in ways that best facilitate the treatment process. 

Although the complementary or counterpart view of CT captures the in- 
terpersonal aspect of CT better than the other conceptions, it too is limited. 
The focus on CT as pulls on the therapist originating in the patient’s mate- 
rial or style does not take into account the therapist’s defenses, unresolved 
conflicts, and more broadly, personality. In a word, it tends to ignore what 
the therapist brings to the table and how the therapist, along with the pa- 
tient, cocreates relationship dynamics. 

The relational conception of CT (e.g., Aron, 1996; Greenberg & Mitchell, 
1983; Mitchell, 1988, 1997) is very similar to the complementary one but 
seeks more so to capture the deeply interactive nature of the CT. Origi- 
nating more broadly from object relations theory, the relational perspec- 
tive is often referred to as a two-person theory in contrast to more classical 
psychoanalytic theories that are viewed as one-person theories. Classical 
theories tend to view much of the therapeutic process as originating from 
the patient’s defenses and psychopathology, with the effective therapist 
serving as a kind of empathic but neutral observer, one who stays outside 
of the patient’s issues and offers well-timed, sensitive interpretations. The 
relational theorists, on the other hand, stress that whatever happens be- 
tween therapist and patient is coconstructed. Both therapist and patient 
shape the nature of the transference, and the CT also is a joint creation. CT 
then is a product of the inevitable interaction of the patient’s dynamics (in- 
cluding transference and other material) and the therapist’s dynamics (in- 
cluding unresolved conflicts, personality patterns, needs, etc.). 

One difficulty with this two-person perspective is the flip side of its very 
strength. That is, in its emphasis on cocreation, the fact that each person 


11. COUNTERTRANSFERENCE 235 


brings his or her own set of dynamics to the relationship may be neglected. 
Similarly, each person will behave in similar ways across relationships, and 
there is a core of each person (or a set of interconnected traits) that dic- 
tates this. Indeed, people who do not have this core, and who change exten- 
sively to fit the dictates of every situation and relationship, are seen as psy- 
chologically unhealthy in one way or another. 

Although there is a difference in degree, it appears that psychoanalytic 
theorists from diverse persuasions now share some key relational proposi- 
tions. For example, as Gabbard (2001) pointed out, most now agree that CT 
is always a joint creation involving contributions from both patient and 
therapist. Gabbard (2001) further stated that 


There is a remarkable degree of agreement that what the patient projects 
onto the clinician and what the clinician brings to the situation are both rele- 
vant to the end result of countertransference. There is also widespread agree- 
ment that the patient will inevitably attempt to transform the therapist into a 
transference object. The therapist then must work diligently to find a way out 
of the transference-countertransference enactment or projected role that the 
patient thrusts upon him or her. (p. 989) 


There is also now general agreement that CT can be both a hindrance 
and an aid to treatment, depending on the extent to which the therapist 
gains insight into it and how the therapist deals with it in the work. Yet 
there remains one key source of contention among the different viewpoints: 
the extent to which the therapist’s own unresolved conflicts are implicated. 
Although the therapist’s subjective experience is always involved, and al- 
though all of this subjectivity is important, it may be best scientifically and 
clinically to restrict the definition of CT to those situations in which the 
therapist’s personality and unresolved conflicts are implicated in one way 
or another (Gelso & Hayes, 1998, 2002). Otherwise one would need to divide 
CT into two types, as noted previously (Kiesler, 2001), or understand that 
CT is equivalent to the therapist’s emotional experience or subjectivity 
(Aron, 1991). In the latter case, the term CT ceases to be especially mean- 
ingful. One could simply refer to the therapist’s internal experience or sub- 
jectivity. However, clinical theorists would then likely have to come up with 
some new term (some variant of countertransference?) to capture situa- 
tions in which the therapist’s unresolved issues are implicated in his or her 
reactions! Be that as it may, what seems most important is that theorists, 
researchers, and clinicians be clear on the CT perspective they are employ- 
ing. As I have elsewhere noted (Gelso & Hayes, 2002), it is too often unclear 
which of the conceptions, or which combination, is being used, and the con- 
ception often shifts, even within the same discussion! 
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SOME FURTHER DISTINCTIONS 


An understanding of CT and its use in therapy is aided by some key distinc- 
tions that are a part of the literature on the complex construct. 


Acute Versus Chronic Countertransference 


This distinction was first made by Reich (1951). Acute CT refers to therapist 
responses made “under specific circumstances with specific patients” 
(Reich, 1951, p. 26). Reich asserted that this type of CT was based on the an- 
alyst’s identification with the patient. For example, the patient’s current re- 
lational struggles that stem from early trauma with a punitive father trigger 
the therapist’s issues with her own father. As a consequence, the therapist 
identifies with the patient’s struggles and becomes overly directive about 
the patient’s need to be assertive in current relationships. Acute CT may re- 
flect many therapist needs and may go well beyond identification. The ba- 
sic point is that something in the patient’s transference or nontransference 
communication hits on a soft spot in the therapist and stirs anxiety. What 
the therapist does with this anxiety will then affect the interaction for 
better or worse. 

Chronic CT, on the other hand, reflects an ongoing need of the therapist 
that is part of his or her personality structure. It represents the unresolved 
issues that cut across patients and is manifested in essentially all of the 
therapist’s work. A somewhat typical example of such chronic CT is the 
therapist who is excessively gratifying to all patients as a way of protecting 
from consciousness the therapist’s experience of being chronically ne- 
glected in childhood. Other examples would be the highly active therapist 
whose excessive activity represents a defense against passive longings; the 
therapist who sees aggression everywhere as a defense against his or her 
own feared aggression; or the therapist who pushes patients too hard to im- 
prove out of the therapist’s own achievement issues. It is true that patient 
transferences and other material may serve as a trigger to chronic CT, but 
such CTs are a “reaction waiting to happen” (Gelso & Hayes, 2002). 


Countertransference as Internal State 
Versus Overt Expression 


CT may be manifested in a wide range of ways, some representing the inter- 
nal experience of the therapist and others representing overt behaviors. As 
an internal experience, CT may show itself as therapist anxiety, failure to 
recall clinical material, feelings states ranging from highly negative to highly 
positive, or the extremes of emotional intensity ranging from very high in- 
tensity to emotional flatness. Regarding overt behavior, therapist actions 
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representing withdrawal, avoidance, or at times overinvolvement have of- 
ten been studied empirically. Generally, overt CT behavior is seen is hinder- 
ing treatment because it gratifies the therapist’s needs, for example, 
through defending against anxiety, rather than providing what is needed to 
the patient. Internal CT, however, can aid the work if the therapist is able to 
understand his or her experience and grasp how this relates to the patient’s 
inner life and behavior. From a relational perspective, the therapist continu- 
ally seeks to understand how his or her inner experience comes from both 
what the patient stirs and what the therapist brings to the treatment hour. 


Countertransference as Projection 
Versus Emotional Reaction 


As is the case with both transference and CT, feelings, attitudes, and im- 
pulses connected to significant others early in one’s life are often displaced 
and projected onto the other in the dyad. However, in many or perhaps most 
cases there is not a one-to-one connection between the current person and a 
single figure in the past. With respect to CT, it seems to be more often the 
case that material from the patient touches on areas of unresolved conflict, 
which arouses defensive reactions in the therapist. For example, the critical, 
hard-to-please patient may stir in the therapist unresolved conflicts around 
being not good enough. Although these feelings likely have their basis in 
early significant relationships, it does not seem to be the case that those 
early objects (e.g., the punitive and hard-to-please mother or father) are dis- 
placed or projected onto the patient. More likely, feelings about not being 
good enough get aroused in the therapist, and these are dealt with in either 
therapeutic or countertherapeutic ways in the treatment. The vastly different 
roles of therapist and patient are likely implicated centrally in the differing 
ways in which transference and CT operate. Because the patient is in the 
help-receiving role, he or she is more likely to make projections onto the 
therapist from significant others who were responsible for the patient’s wel- 
fare. Because the therapist is in the help-offering role, projections and dis- 
placements of this sort are less likely. More likely is that patient material trig- 
gers responses tied to “soft spots” or sources of conflict in the therapist’s 
psyche without the involvement of displacement or projection. It should be 
noted that these theoretical inferences are based on clinical experience and 
are in need of empirical scrutiny. 


Management of Countertransference 


The potential of CT to both hinder and aid treatment are two thematic con- 
structs that, as Epstein and Feiner (1988) noted, have been intertwined like 
a double helix throughout the history of thought about CT. It is generally 
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agreed that if CT, however defined, is to help rather than hinder, something 
must be done to, with, or about it. Internal CT reactions must be under- 
stood, controlled, or managed in one way or another, albeit imperfectly. In 
my theoretical work with my collaborators (Gelso & Hayes, 1998; Van- 
Wagoner, Gelso, Hayes, & Diemer, 1991), we have conceptualized the thera- 
pist factors that are implicated in effective management of CT such that it 
may benefit the work. These factors may be seen as constituents of CT man- 
agement and they are transtheoretical. Elsewhere (Gelso & Hayes, 2002; 
Hayes & Gelso, 2001) the empirical studies have been reviewed that sup- 
port the importance of these constituents and of CT management as a 
global construct. The five factors that have been proposed to be key parts 
of CT management are therapist self-insight, self-integration, anxiety man- 
agement, empathy, and conceptualizing ability. These factors are briefly de- 
scribed in what follows. 

Selfinsight refers to the extent to which the therapist is aware of his or her 
own feelings in the work (including those that are countertransferential) and 
understands their basis in both the therapist’s psyche and the relational ma- 
trix of the treatment dyad. The importance of self-insight is no more clearly 
seen than in Freud’s (1910/1957) comment that “no psycho-analyst goes fur- 
ther than his own complexes and internal resistances permit; and we conse- 
quently require that he shall begin his activity with a self-analysis and contin- 
ually carry it deeper while he is making observations of his patients” (p. 145). 
From a relational perspective, the task is even more daunting, for it involves 
insight into the self as part of the relational matrix and in this sense entails 
an understanding of joint influence. 

Self-integration refers to two qualities. First, it includes the therapist’s 
possession of an intact, basically healthy character structure, a sense of 
wholeness on the part of the therapist or at least a self that is more unified 
than disorganized. Second, in therapy self-integration manifests itself as a 
recognition of ego boundaries. In the process of merging with and separat- 
ing from the patient (Gorkin, 1987), the therapist must be able to differenti- 
ate self from other, and this itself requires a stable identity. From a two- 
person, relational perspective, self-integration is especially important, for 
the therapist’s experience is “necessarily shaped by the analysand’s rela- 
tional structure; he plays assigned roles even if he desperately tries to 
stand outside the patient’s system and play no role at all” (Mitchell, 1988, p. 
292). 

Anxiety management is the third constituent of CT management. Anxiety 
itself is a signal that something is awry. At the same time, it is important 
that therapists allow themselves to experience anxiety and that they also 
possess the ego strength to control, understand, and manage this anxiety 
so that it does not bleed over, to too great an extent, into their responses to 
patients. Therapists who defend against the experience of anxiety are at 
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once depriving themselves of a key source for understanding the patient 
and the interactional matrix, and they are increasing substantially the likeli- 
hood of CT acting out in the hour. 

Fourth, empathy, or the ability to partially identify with and put one’s self 
in the other’s shoes, is seen as a central moderator of CT behavior. It facili- 
tates the therapist’s focus on the patient’s needs despite difficulties the 
therapist may be experiencing with the work and the pulls to attend to the 
therapist’s own needs. Also, empathy may be part of sensitivity to one’s 
own feelings, including CT-based feelings, which in turn ought to prevent 
the acting out of CT (Peabody & Gelso, 1982; Robbins & Jolkovski, 1987). In 
other words, the emotional quality that fosters empathy toward others may 
be a basis for sensitivity toward one’s self and one’s feelings more gener- 
ally. This quality or state of “in-tunedness” theoretically ought to prevent 
the acting out on the patient of conflict-based reactions. 

Finally, conceptualizing ability reflects the therapist’s ability to draw on 
theory in the work and grasp theoretically the patient’s dynamics in terms 
of the therapeutic relationship. In Reich’s (1951) terms, conceptualizing 
ability allows the therapist to take an “outside position in order to be capa- 
ble of an objective evaluation of what he has just now felt within” (p. 25). In 
this sense, it is the observer side of Sullivan’s (1954) famous statement 
about need for the therapist to be both a participant and an observer. Con- 
ceptualizing ability is especially helpful in conjunction with the therapist’s 
self-awareness or insight into the CT dynamics. When standing alone, how- 
ever, conceptualizing ability is not likely to foster CT management and in 
fact may impede it. In other words, in the absence of self-awareness, con- 
ceptualizing skill may simply reflect intellectualized understanding, which 
itself may create distance in the relational matrix. Interestingly, at least two 
experimental studies of CT (Latts & Gelso, 1995; Robbins & Jolkovski, 1987) 
support the idea that although conceptualizing ability is an aid to CT man- 
agement when it combines with therapist CT awareness, it is a hindrance 
when it stands alone. 


RESEARCH ON COUNTERTRANSFERENCE 
AND ITS MANAGEMENT 


Over the decades, empirical research has trailed sadly behind clinical theory 
in this area. There are likely two basic reasons for this. First, psychoanalysis, 
the theoretical system in which the construct of CT has been embedded, has 
been largely indifferent to controlled empirical research during much of its 
life. Second, the construct itself is extremely complex, resorting as it does to 
unconscious processes residing in a complex relational matrix. Fortunately, 
in recent years things have been changing. To begin with, research on psy- 
choanalytic constructs and treatments in general has increased dramatically. 
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In addition, laboratory research has allowed investigators to simplify the 
great complexity of the CT construct and to study questions that could not 
have been examined in the field. At the same time, in recent years investiga- 
tors have conducted qualitative studies that, rather than simplifying as does 
laboratory research, have studied general questions and sought to tap par- 
ticipants’ subjective experience around CT issues. 

There have been three major reviews of the empirical literature during 
the past quarter century. The first was by Singer and Luborsky (1977) in 
which research on CT and on therapist emotional reactions in general was 
scrutinized and its relation to clinical theory analyzed. The other two re- 
views are recent, and have been conducted by myself in collaboration with 
Hayes. Hayes and Gelso (2001) examined research on the role of CT in ther- 
apy process and outcome with a focus on the clinical implications of the re- 
search. Gelso and Hayes (2002) reviewed the literature connecting CT to 
session and treatment outcomes. In the following, I summarize the key find- 
ings from these three reviews. 


The Causes, Effects, and Prevalence 
of Countertransference 


Although few studies had been conducted on CT per se by the time of Singer 
and Luborsky’s (1977) review, a sizable number of investigations focused on 
therapist reactions to patients’ or research participants’ behavior. (I use the 
term participants because a number of these studies were laboratory simula- 
tions.) Based on a review of the existing research, Singer and Luborsky of- 
fered some major conclusions. They noted that much of the research sup- 
ported the clinical literature. However, in keeping with the complementary 
and relational conceptions of CT, the actual stimulus value of the patient was 
found to matter substantially. Thus, patient behaviors elicited corresponding 
therapist behaviors, for example, patient hostility elicited therapist hostility. 
Singer and Luborsky (1977) suggested that “more than the clinical literature 
would suggest, the patient influences the therapist to a marked degree and in pre- 
dictable ways” (p. 449). Naturally, the job of the effective therapist in treat- 
ment of any duration is to understand the feelings triggered by the patient 
and to then tailor responses to the patient that foster understanding and 
growth. The impulse may be to enact what the patient stimulus triggers, but, 
as noted earlier, lex talionis is not the effective way. 

Over the past 25 years, the evidence has slowly accumulated to confirm 
solidly and extend another of Singer and Luborsky’s (1977) conclusions that 
were based on few studies: 


Perhaps the most clear-cut and important area of congruence between the 
clinical and quantitative literatures is the widely agreed-upon position that 
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uncontrolled countertransference has an adverse effect on therapy outcome. 
Not only does it have a markedly detrimental influence on the therapist’s 
technique and interventions, but it also interferes with the optimal under- 
standing of the patient. (p. 449) 


To this conclusion, I could add that uncontrolled CT also appears to im- 
pair the therapeutic relationship. In line with this, two studies (Ligiero & 
Gelso, 2002; Rosenberger & Hayes, 2002) have uncovered substantial rela- 
tions between CT behavior in sessions and both therapist and clinical su- 
pervisors’ (for doctoral trainees) ratings of the working alliances these ther- 
apists were able to form. For example, Ligiero and Gelso studied 50 clinical 
supervisors and their supervisees, who were graduate students in clinical 
and counseling psychology. These investigators found that supervisors’ rat- 
ings of CT behavior during supervisees’ therapy sessions predicted work- 
ing alliances as rated by both therapist trainees and supervisors. The 
greater the amount of both positive and negative CT, the poorer were the 
working alliances these therapist trainees formed with their clients. 

In the years since the Singer and Luborsky (1977) review, studies have 
also examined the patient and therapist factors that create CT feelings and 
behavior. In these studies, CT is usually conceptualized as implicating unre- 
solved conflicts or issues in the therapist, in one way or another. Although 
there is usually a patient trigger to CT, research has not identified any par- 
ticular class of patient reactions that serve as triggers. That is, no class of 
behaviors (e.g., aggression) stands out above other classes (e.g., depend- 
ency) in triggering CT in therapists, nor, with one exception, have therapist 
factors been found. The exception is that therapist level of trait anxiety 
seems to underlie CT reactions. Therapists with greater anxiety are more 
likely than those with less anxiety to avoid patient affect, inaccurately recall 
material from the session, and avoid patient feelings toward the therapist 
(Gelso & Hayes, 2002). Whereas neither patient or therapist factors, in 
themselves, appear to heavily influence CT, the interaction of patient quali- 
ties or reactions with therapist factors does play a significant role. Consis- 
tent with a relational perspective, whether or not any given patient factor 
serves as a trigger depends on the therapist and his or her conflicts and is- 
sues. For example, in two laboratory studies (Gelso, Fassinger, Gomez, & 
Latts, 1995; Hayes & Gelso, 1993), the sexual orientation of a role-played cli- 
ent (lesbian, gay, or heterosexual) had no effect of behavioral, affective, or 
cognitive indexes of CT. However, in both studies, when therapist trainees 
completed a paper-and-pencil measure of homophobia prior to the experi- 
ment, it was found the their measured level of homophobia correlated with 
their avoidance of the client’s material (the measure of CT behavior) when 
interacting with the gay or lesbian client actor or actress. 

One may raise the question of how common CT is. Naturally the answer 
depends on the particular conception of CT being studied. If we take a 
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totalist perspective, the answer is clear. CT constantly occurs in every ses- 
sion. It cannot not occur! However, if one uses a more restrictive definition, 
one in which the therapist’s unresolved issues are a necessary aspect of 
CT, then the frequency of occurrence of CT becomes a meaningful question. 
Although only one study has addressed this question, it is worth noting. 
Hayes et al. (1998) studied eight experienced therapists who were identified 
as experts by their peers, and who treated one patient for between 12 and 
20 sessions. Despite a more restrictive definition of CT, these theoretically 
heterogeneous therapists identified CT as occurring in 80% of their 127 ses- 
sions, and it appeared that CT was prominent in each case. Findings such 
as these provide strong disconfirmation for the Freudian myth that effec- 
tive therapists do not experience CT (Spence, 1987). Notably, Hayes et al. 
(1998) also found strong evidence in these cases for the proposition that CT 
can both hinder or aid treatment and that therapist self-understanding 
around internal CT reactions was a key factor in determining if CT benefited 
or impeded the work. 


Research on Countertransference Management 


The hindering and helping effect of CT brings us to the topic of CT manage- 
ment, for this topic is the only one on which research to date has examined 
the conditions under which CT may be beneficial to the work. Several stud- 
ies (see review by Gelso & Hayes, 2002) have been conducted over the past 
decade on CT management, and the general conclusion has been that thera- 
pists’ ability to manage CT has a desirable effect on treatment process and 
outcome. Specifically, the extent to which therapists exhibit in their ses- 
sions the five factors noted earlier (self-insight, self-integration, anxiety 
management, empathy, conceptualizing skill), individually or especially 
when combined, is meaningfully related to the reduction of CT behavior, 
the therapeutic working alliance, session quality, and treatment outcome. It 
should be noted that this line of work is still in its early stages and is not ex- 
tensive. Although no more than a dozen studies have been conducted on 
the topic, the results are generally promising. Work on the topic of how CT 
can aid therapy may well represent the growing edge in this area of inquiry. 


COUNTERTRANSFERENCE IN BRIEF RELATIONAL 
PSYCHOTHERAPY 


It has become part of clinical lore that the tactics and techniques of long- 
term therapy need to be modified if brief work is to be effective. For exam- 
ple, for many years researchers have suspected that the therapist needs to 
be more active in brief therapy and formulate a central issue that is to be 
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the focus of the work (Gelso & Johnson, 1983). There is much clinical wis- 
dom driving such modifications, if not clear scientific support. However, in 
the area of CT, I suggest that there is essentially no difference between brief 
and long-term therapy. In each of these formats, it is imperative that the 
therapist attend closely to his or her own feelings and behavior, even as the 
therapist is following the dictates of his or her theory during the hour. 

As noted earlier, however, from a relational perspective it is not enough 
for the therapist to pay attention to only his or her own feelings and behav- 
ior. The therapist must also consider what impact his or her behavior (in- 
cluding the more subtle, nonverbal behaviors) has on the patient and must 
also allow himself or herself to be affected by the patient so as to best un- 
derstand the patient’s impact and the dynamics of that impact. In this 
sense, Freud’s (1912/1958) suggestion is still very apt when he says that the 
analyst “must turn his own unconscious like a receptive organ towards the 
transmitting unconscious of the patient” (p. 115) as the best way to deeply 
understand the patient. In sum, the therapist needs to be attending to how 
the participants cocreate a dynamic interchange of affects, thoughts, and 
enactments. 


The Case of June 


When reading and reflecting on the transcript of three sessions of therapy 
with June, I was sharply aware of the difficulties in making inferences about 
CT from such material. One cannot look into another’s psyche from such 
material, especially given the fact that cultural differences between the par- 
ticipants and myself can affect the accuracy of any observer inferences. 
Having noted this caveat, I comment briefly on the therapist and then focus 
mostly on how I might think about CT if I were the therapist behaving as the 
therapist behaved with this particular patient. 

Briefly, the therapist achieved the psychotherapeutic tasks of develop- 
ing a focus for the work by articulating the key dynamic issues in this pa- 
tient: her tendency to passively withdraw from conflict situations such that 
she ended up feeling blank, as well as the ways in which June contributed 
to situations in which she ended up feeling insignificant. Taken together, 
one might consider this the core conflictual relationship theme in June’s life 
(Luborsky, Popp, Luborsky, & Mark, 1994). The following excerpt from Ses- 
sion 6 illustrates the core theme and an interaction between patient and 
therapist about their relationship (6-79 is, e.g., Session 6, Segment 9). 


Q: 6-79: She blanks you out, true. What do you do? You accept it. That’s 
your part in it. That’s what we are changing. 


A: 6-80: Yeah. That’s perfectly right, I accept it. 
6-81: ’m not putting words in your mouth [laugh]. 
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Q: 
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6-82: No, no, that is right. But if there is a conversation and if I actu- 
ally say something, involve myself in it, she’ll knock me back. There'll 
be some criticism and Ill just get tearful. I think sod it you’ve done it 
again, and think why do I bother. The whole time I just think it’s not 
worth the fight, and it feels like a fight. To actually have a part ina 
conversation feels like a fight. My friend is very talkative as well but 
she doesn’t seem to have that power over me. I interrupt her at times 
but I can never do that to Vicky cause it just doesn’t work. She just 
doesn’t hear you, she just carries on. Where as my friend will stop, 
will involve me. She does, like Vicky, have a lot to say. So I’m often 
the quiet party but at least I can get a word in now and then. I don’t 
feel anything like the blanked out I feel as I do with Vicky. 

6-83: And how does that relate to being here? How does it all relate 
to our relationship? 

6-84: I don’t know. I was really sorry that... I know it’s not your fault 
.. . I couldn’t come last week because of this happening the Wednes- 
day before. It was one week that I feel that I really could have done 
with it. I was coming this week blizzards or what. I was ... I don’t 
know. This morning I decided to come on my own because 


6-85: So it was a practical thing. 


The therapist maintained the core theme as the focal point around 
which the sessions pivoted. The therapist also seemed sensitive to some 
transference possibilities and other relational dynamics between her and 
June, although she withdrew immediately when June did not pick up on the 
therapist’s relational comments. At other times, however, the therapist 
seems to dissuade potential transference and other relational material from 
the patient. For example, in Session 6 when June expresses worries that she 
has too readily taken in the therapist’s views (Segments 68-71), the thera- 
pist seems to dismiss this possibility, thus dissuading the unfolding of po- 
tentially important relational material that would connect the treatment dy- 
namics to June’s dynamics and behavior outside of treatment. 


Q: 


6-67: You took your sister’s mood on board like it was your mood. 
The way in which if you feel blanked out you sort of say, all right then 
Pll blank out, Pll disappear. 

6-68: Another thing she said was that basically anything I say when I 
come back from here, is what you put into my mouth ... And she 
says that any one who goes to a psychiatrist, there’s this thing again. 
She has a real phobia about me seeing psychiatrists and psychother- 
apists and what have you. 
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6-69: mm. 

6-70: She said it’s you know, I’m only saying what you’ve basically 
told me to say, or you’ve told me I’m feeling, what you’ve told me to 
feel. But, that made me think to be honest that, that did make me 
think. 

6-71: mm, mm, is it true? 

6-72: Yeah. And I don’t know. I know exactly what I feel. What I’ve 
said today and ... you know, you’ve just said it. We’ve agreed on it 
rather than you saying what’s happened. I’ve told you what’s hap- 
pened. You know, you’ve put no ideas into my mind that weren’t 
there already. 

6-73: In past weeks you thought I could have put ideas in your mind? 
6-74: Or that I’ve just gone along with what you’ve ... cause I can’t 
honestly, I can’t remember that. 

6-75: What you blank it out. 

6-76: Yeah. And I don’t know whether I’ve just gone along with what 
you've said, agreed . . . I don’t know. I hope not. I hope I haven’t done 
that cause otherwise if I’m just listening and agreeing then what’s the 
point me coming up here. 

6-77: mm, that’s right. 

6-78: I’m sure I haven’t. But once it’s said it stuck, and you do keep 
going over it. 

6-69: mm. I wonder what that’s about though. I mean these words for 
example, on here, are all your words aren't they. 

6-70: There’s no doubt about that. I’ve done that. 

6-71: Your words, “don’t matter, blanked out, rejected, passive, bottle 
things up, feeling to extreme, feeling exploited, feeling easily replace- 
able, angry, numb, jealousy, hate, rebellious, stubborn.” They’re all 
your words aren’t they. They’re not my words. 

6-72: No, no. I do know I’ve said them. I knew that. I read that back to 
myself. I said it a couple of times and I keep reading it back and I 
know they’re all my words. It’s just like, it’s almost like she was say- 
ing you ... I said them, but you put them there. 

6-73: But she could also be saying that it’s not valid because I put the 
ideas and words into your mind. You’re so blanked out that I can 
come along ... you turn up every week, and I can suggest these 
things to you that you agree with. 


As I read the transcript and placed myself into the role of the therapist, 
my experience with June most often involved a sense of admiration cou- 
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pled with some wishes to come to the patient’s rescue and solve her prob- 
lems for her. These feeling were stirred by June and seem to relate to the si- 
lent transference that is unfolding in this case, perhaps revolving around 
her hidden wish to be taken care of in ways it seems she did not experience 
in her early years or even now. The rescue fantasies, however, are also 
partly my own issue, stemming from wishes to be the good parent and tied 
to conflicts about being taken care of. This is an example of the relational 
dynamics of CT—how they are stirred by the transference and nontrans- 
ference material, but also how the therapist’s issues serve as a hook to 
which the patient’s projections can stick. My task as June’s therapist would 
be to control the CT based urge to rescue (which would inhibit her con- 
structive change) and instead help her understand how her withdrawal 
stimulates others to take over. The transference around these issues may 
or may not be dealt with directly, depending on June’s capacity for insight. 
Also, when time is short, as in this nine-session case study, the therapist 
needs to decide what issues can be most effectively dealt with in light of the 
time constraints. 

As noted, one cannot really know the CT that is occurring from tran- 
scripts of only three sessions. However, if I were behaving as was June’s 
therapist in certain portions of the work, I would be defending against my 
anxiety, for example, about not being helpful enough. For example, in Ses- 
sion 8, in the segment where June expresses worries about her problems 
returning after the therapy ends, the therapist seems to not want to hear 
this but instead seems to want to talk June out of her fears of relapse. 


Q: 8-47: I would see everybody, absolutely every patient I ever see, they 
all have a follow-up session with me. And that’s how we practice it 
here. So, and it’s more than three months at the end of the therapy, 
but we could see one another as soon as I got back from maternity 
leave to review you and see what’s going on. 

A: 8-48: But, God forbid, what if I got right back to square one. What 
would then happen? 

Q: 8-49: I’d give you a right good telling off. I don’t think that I agree with 
the view that people need therapy for 16 years or something every 
week. I don’t agree with it. I think it makes people inappropriately de- 
pendent. They think I can only change if I’m seeing this person and 
actually that’s not true, and it is certainly not true for you. 


This one is also an example: 


A: 8-85: I should be. I am. I am, but in order to stay in control, do I just 
have to steer clear? 
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Q: 8-86: But you’re having some ‘time out’ aren’t you, to get your health 
in order really, your psychological health in order. So things 
changed in order for you to extract yourself from the family a bit 
more, stand back a bit more. And yes, you will eventually go back to 
them, hopefully not so much as before, but in a slightly more con- 
structive way, reflected in your phone calls with Dad for example. 
The old self-destructive feelings aren’t going to go overnight after 7 
hours of psychotherapy. 

A: 8-87: No. 

8-88: But the difference is you know what to do about it. Because 

you ve already done it. You’ve separated from your family. Does that 

make sense? 
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8-89: Yes. It doesn’t make perfect sense. 


A 

Q: 8-92: Am I better because I’m not seeing them? No you’re not seeing 
them, because you’re better. 

8-93: Yes. 

8-94: And then of course you will go back and you'll think, Oh God, 
Vicky’s so popular. But you decide if you are going to be more in con- 
trol and positively assertive. Or whether you’re going to passively go 
home and bottle things up and have a bottle of wine, and go to sleep 
in the armchair, it’s up to you, isn’t it? 

A: 8-95: Yeah. 


8-96: On one level, you are going to be on your own, because I’m not 
going to be here. But what we’ve done together, is going to be there. 


OF 


© 


When a therapist engages in such behavior, he or she could be defend- 
ing against anxiety about patient’s relapse, especially considering that the 
work was limited to seven sessions due to the therapist’s pregnancy. For 
many therapists (and I would be among them), a CT response of this sort is 
unlikely to be a response to the patient’s transference or other material but 
instead would reflect a more chronic CT around letting others down and 
abandoning others, perhaps related to personal feelings about abandon- 
ment. Again, I have no way of knowing if such CT defenses were operating 
in this particular therapist. At the same time, the therapist is just so active 
and persuasive around this concern about relapse that it creates doubts in 
me that she is closely monitoring her CT at that point. It is possible, how- 
ever, that the therapist’s persuasiveness and the support it entails actually 
is helpful to the patient, and perhaps this is what the therapist is con- 
sciously hoping and believing. Sometimes anxiety-based CT can actually 
benefit the patient, as long as it also conforms to what the patient needs at 
a given time. 
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CONCLUSION 


The therapist’s subjectivity, including CT reactions, is a universal and vital 
aspect of the psychotherapy relationship. Transcending its early status as a 
taboo topic, CT has been vigorously theorized about in recent decades, and 
despite theoretically based differences in how CT has been defined and 
conceptualized, there are currently many points of consensus. Empirical ef- 
forts have also increased in recent times. Regardless of one’s theoretical in- 
clinations, the evidence suggests that it is important for therapists to moni- 
tor their subjective reactions and to manage them so that they can devise 
the most effective responses to their patients. This conclusion is at least as 
apt for brief therapy as for longer term treatment, for in brief work the ther- 
apist does not have the luxury of time that would permit recovery from 
therapeutic mistakes tied to the CT. In addition, in brief treatments the 
sense of time urgency created by the need for brevity and patient change in 
a short period of time may create unique CT issues that require therapist 
attention and management, as well as empirical study and understanding. 

From a relational perspective, the therapist’s task around the CT is more 
daunting than in the classical approaches, for it entails understanding of 
the complex relational matrix cocreated by both participants—the ways in 
which each participant in the drama of dynamic therapy affects and is af- 
fected by the other’s transference and nontransference material. This rela- 
tional perspective is fertile ground for both theoretical and empirical ad- 
vances in the years ahead. 
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The therapeutic alliance is of vital importance for successful psychother- 
apy. A good alliance means that the therapist and patient agree on the 
goals and tasks of therapy and develop an affective bond in which the pa- 
tient works purposefully and the therapist shows empathic understanding 
and involvement (Bordin, 1979). A strong alliance does not mean, as Gar- 
field (1995) pointed out, “comfort, sociability and enjoyment of the relation- 
ship” (p. 49). On the contrary, patients in a good alliance may be able to ex- 
press more negative emotion. 

The importance of resolving threats to the therapeutic alliance in psy- 
chotherapy is widely acknowledged. For example, Safran and Muran (1996), 
who listed general principles of the therapeutic alliance in brief therapy, ad- 
vised that vicious cycles of transference and countertransference enact- 
ments should be minimized and that alliance ruptures must be detected 
early on and addressed. Of course, these two principles are closely related, 
as threats and ruptures to the alliance commonly arise from a reenactment 
with the therapist of the patient’s own repetitive dysfunctional pattern of in- 
terpersonal relating. Resolving such enactments to repair alliance ruptures 
is a key therapeutic task. It allows other work to proceed that would other- 
wise reach an impasse. Most crucially, the resolution of an alliance rupture 
linked to a transference-countertransference enactment is in itself thera- 
peutic, a corrective emotional experience (Alexander & French, 1946). 
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In this chapter, we describe the development and refinement of a model 
of how therapists practicing cognitive analytic therapy (CAT) competently 
resolve transference-related ruptures or challenges to the therapeutic alli- 
ance, and we illustrate the model by clinical example. 


PROCESS FACTORS AND PSYCHOTHERAPY 
OUTCOME 


The quality of the therapeutic alliance is the process factor with the stron- 
gest and most consistent relation to outcome (Orlinsky, Grawe, & Parks, 
1994). The alliance represents a common therapeutic factor or “pantheo- 
retical process variable” operating in all forms of psychotherapy (Horvath 
& Greenberg, 1994). It has been defined in terms of three elements; the 
bond between patient and therapist and the extent to which they agree on 
the goals of therapy and on the tasks proposed to reach these goals (Bor- 
din, 1979). One of the key skills in a psychotherapist (of any school or disci- 
pline) is to develop a satisfactory therapeutic relationship, as patients vary 
in this capacity (Bearden, Lavelle, Buysse, Karp, & Frank, 1996). 

Therapists differ in their skill in this regard, which may be one reason 
why the impact on outcome of individual therapists is greater than that of 
therapy type (Luborsky et al., 1986). Strupp (1980) observed that a major 
factor distinguishing poor outcome cases was therapists’ difficulty estab- 
lishing good therapeutic alliances with their patients because of a tendency 
to become caught in negative interactional cycles in which, for example, 
they responded to patient hostility with their own counterhostility. This 
was supported in a more systematic study (Henry, Schacht, & Strupp, 1986) 
in which negative complementary cycles distinguished treatment failures 
from treatment successes. The therapists in these studies were well trained 
and experienced but not immune to engaging in potentially destructive in- 
terpersonal process. 


ALLIANCE THREATENING TRANSFERENCE 
REENACTMENTS 


The term enactment refers to events occurring within the dyad that each 
party experiences as the consequence of behavior in the other (McLaugh- 
lin, 1991). The idea that patients and therapists often enact the type of inter- 
personal patterns characteristic of the patient’s other relationships has 
been a central theme in psychoanalytically oriented approaches to therapy. 
The phenomenon, typically discussed in terms of transference and counter- 
transference, is understood in different terms by different theoretical tradi- 
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tions. The psychoanalytic concept has evolved toward an interpersonal 
perspective with the therapist, an involved, not invulnerable participant 
(Kiesler, 1986). 

Regardless of the different conceptualizations of the transference, many 
share the view that the transference is an interactional process, which pro- 
vides information about problematic relationship patterns in the patient’s 
life (Foreman & Marmar, 1985; Safran, Crocker, McMain, & Murray, 1990; 
Safran & Muran, 1996). Exploration of the way in which both therapist and 
patient are contributing can provide an understanding that would other- 
wise be unavailable. Some theorists have warned against the counterthera- 
peutic effects of failing to recognize or colluding with patients’ maladaptive 
relationship patterns (Henry, 1998; Strupp, 1998). 

There has been an increasing research focus on ruptures to the alliance, 
both as markers for mutative events (important change-inducing events) in 
psychotherapy and as an indicator of therapist skill. Safran and Muran 
(1996) and Kivlighan and Shaughnessy (1995) have modeled how these 
events can be resolved, focusing on therapist skill in managing the alliance. 


RESEARCH STRATEGY 


As researchers, we are conducting a program of research on therapist com- 
petence in CAT which includes this key competence of how therapists iden- 
tify and resolve ruptures to the alliance due to the emergence of mal- 
adaptive interpersonal patterns in the therapeutic relationship, that is, in 
the transference and countertransference. 

Our research strategy has two aspects: first to focus on a patient group 
in which therapist competence and incompetence are most likely to be re- 
lated to outcome (borderline personality disorder [BPD]). Patients with 
BPD frequently fail to engage with offered treatment (Waldinger & Gunder- 
son, 1984), they do not improve spontaneously in the short term (Stone, 
1993), and their clinical state is highly responsive to therapeutic errors 
(Shearin & Linehan, 1993). These findings point to the problem of forming 
and maintaining a treatment alliance with patients with BPD. 

Secondly, naturalistic performances of real clinicians working in routine 
United Kingdom National Health Service settings were studied so that the 
findings would be more applicable to clinicians and provide information on 
clinical effectiveness (Aveline, 1997; Goldfried & Wolfe, 1998). Bearing in 
mind Waltz, Addis, Koerner, and Jacobson’s (1993) exhortation that compe- 
tencies must be examined in relation to a prespecified performance stan- 
dard, we studied competencies in the context of a specific technique re- 
quired in CAT. However, the key competence has applicability beyond any 
specific technique to many relational therapies. 
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CAT 


CAT (Ryle, 1995a, 1977; Ryle & Kerr, 2002) is widely practiced in the United 
Kingdom and is developing in other parts of Europe. It is a brief, focused 
psychotherapy, typically between 8 and 25 sessions, which integrates cogni- 
tive behavioral and psychoanalytic (object relations) principles. CAT for- 
mulates maladaptive, repetitive sequences of cognition, emotion, behavior, 
and their consequences (called procedures), which are problematic to the 
extent that the patient’s aims are not achieved and not revised. CAT theory 
also asserts that mental representations of self-other relationship patterns 
become the basis of the procedures governing intrapersonal (how the pa- 
tient relates to himself or herself) as well as interpersonal relationships. In 
practice, CAT therapists are trained to share written and diagrammatic for- 
mulations of these maladaptive or problematic procedures with patients to 
aid their recognition and revision. 


IDENTIFYING AND RESOLVING ALLIANCE 
THREATS IN CAT 


In CAT, early formulation (in the form of a letter and a diagram) is a central 
technique and a shared tool. As it describes the nature and origin of the 
problematic patterns of relating, the therapist can use it to predict prob- 
lematic patterns that may occur in the therapy relationship. A major ele- 
ment of the formulation is a diagram mapping the procedural sequences. 
The diagram is constructed around a core self-state within which the under- 
lying procedural patterns of either self-to-self or self-to-other are depicted 
as reciprocal role procedures (RRPs). The reciprocal nature of these pat- 
terns is depicted as opposite poles in which one pole is enacted and the 
other elicited. They also govern self-management and the I-me relation- 
ship. For example, “preoccupied and unavailable in relation to anxiously 
striving”; “mocking and sneering in relation to humiliated and shamed.” 
Precise identification of maladaptive reciprocal procedures is the basis for 
the flexible application of interventions explicitly targeted on the procedures 
requiring revision. Formulation is a tool used by the patient for self-moni- 
toring and used by the therapist to aid the recognition of transference and 
countertransference and thereby understand and guide the process of ther- 
apy. CAT defines transference as the enactment of the patient’s RRPs in the 
therapeutic relationship. The patient is seen as exerting pressure on the ther- 
apist to enact one pole of a particular RRP, whereas countertransference is un- 
derstood as the therapist’s awareness of this or his or her tendency to re- 
spond to this pressure. Every reciprocal procedure described in the diagram 
may be enacted by the patient in relation to the therapist or may be induced 
in, or perceived to be played by, the therapist (Ryle, 1995b). The form of a pa- 
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tient’s participation in therapy therefore reflects and is determined by their 
available RRPs. A transference enactment is therefore an example in a spe- 
cific context of a more general RRP. Accurate formulation of a patient’s inter- 
personal patterns can be achieved within the time limitations imposed by 
clinical practice (Bennett, 1998; Bennett & Parry, 1998), which is important be- 
cause CAT depends on the accuracy and completeness of the formulation to 
identify and resolve enactments of procedures. 

An example of a reciprocal role enactment threatening the therapeutic 
alliance: 


A patient arrived late. He said he hadn’t given “much thought” to issues 
suggested by the therapist and he had considered not continuing in ther- 
apy. “I don’t feel involved somehow ... to be honest, earlier this week I 
didn’t want to carry on.” The therapist began to explore what had trig- 
gered this feeling, but the patient could not think of anything. All the ther- 
apist’s efforts to discuss and explore the feeling in more depth met with 
vague, unfocused responses, such as “yeah it could be” or “I don’t know, I 
guess so” or shrugs. The therapist began to feel irritated and started to 
challenge the patient. He interpreted the patient’s unwillingness to work 
in therapy as a form of hostility toward the therapist and linked this to 
unresolved aggression and hostility toward his father. The patient re- 
jected this interpretation and then became very silent. 

This patient described an early experience of a strict father and school 
experience against which he rebelled, allowing the therapist to identify 
an RRP of “controlling and demanding in relation to trapped and rebel- 
lious.” Reenactments of this reciprocal role in the therapeutic relation- 
ship may take the form of the patient responding to perceived demands 
or therapist interpretations by feeling trapped and rebelling. The thera- 
pist may feel irritated, redouble interpretive effort, and come to occupy 
the controlling role. If unrecognized, this reenactment would undermine 
the working alliance and limit any therapeutic progress. 


For patients with BPD in which dissociation and multiple core or self- 
states are major features, the formulation process is more complex. The ex- 
plicit aim in CAT is to create in the patient the capacity for continuous self- 
observation. The use of the formulatory tools by patient and therapist is 
central to achieving this aim, with the formulation taking the form of a dia- 
gram showing the various self-states and the procedures by which the pa- 
tient switches between them. Although specific techniques may be used to 
modify or control particular procedures, the combination of self-observa- 
tion in relation to the diagram with the collaborative, noncollusive relation- 
ship provided by the therapist are thought to be the crucial mechanisms of 
change. 
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The depiction of the patient’s maladaptive procedural sequences in a 
formulation using a diagram and other tools enables CAT therapists to an- 
ticipate and recognize procedures that might occur within the therapeutic 
relationship. Once recognized, the therapist can engage the patient in re- 
solving these alliance-threatening RRPs, and in doing so, foster new inter- 
personal learning. 


RESEARCH STUDY: THE EMPIRICALLY DERIVED 
MODEL OF ENACTMENT RESOLUTION 


Sample, Measures, and Session Selection 


We wished to identify sessions likely to contain RRPs occurring in the thera- 
peutic relationship (referred to as RR enactments) that threatened the ther- 
apeutic alliance and were competently resolved by the therapists. We 
therefore sampled “good outcome” cases and studied the course of therapy 
to locate sessions containing these alliance-threatening events. 

The sample population consisted of patients whose scores on measures 
of clinical outcome met criteria for statistically reliable and clinically signifi- 
cant psychotherapeutic change (Jacobson & Revenstorf, 1988; Jacobson & 
Truax, 1991). Patients in a quasi-naturalistic research project of CAT for 
BPD at Guy’s Hospital, London completed the Therapy Experience Ques- 
tionnaire (TEQ) after each session (Ryle, 1997). The TEQ is a measure of 
their experience of the therapeutic relationship, which has been shown to 
be sensitive to fluctuations in the therapeutic alliance (Ryle, 1995b). TEQ 
scores were plotted and median smoothing (Jackson, 1989) was adopted to 
identify sessions for which TEQ scores were unusual in relation to the un- 
derlying trend in scores. 

Figure 12.1 illustrates the variation in TEQ scores in an 18-session ther- 
apy, ranging from —13 in Session 1 when the patient expressed ambivalence 
about therapy due to mistrust of others to +32 in Session 9 when the patient 
reported procedural understanding and change. Smoothing displays a grad- 
ually more positive therapy experience from Sessions 1 to 9 then deteriora- 
tion and final recovery to the level of the early therapy phase. There was an 
enactment spanning Sessions 10 to 13 when the patient felt abandoned fol- 
lowing negotiation of the final number of sessions. Session sampling began 
at Session 5 as therapeutic work with the diagram is only fully established 
then, included one session prior to an alliance fluctuation, and continued 
until the smoothed curve returned to stable values. The selected sessions 
from this therapy were therefore 5 to 15. 
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FIG. 12.1. Therapy Experience Questionnaire (TEQ) scores and smoothing in 
an 18-session therapy. 


Identification of Markers of Alliance-Threatening 
Enactments 


Three raters independently listened to the audiotaped sessions to locate 
markers—evidence of an RR, as identified in the formulatory diagram, being 
enacted within the patient-therapist interaction. Raters had referral and as- 
sessment details, the diagram and the selected session audiotapes, and 
were required to locate the observed procedure on the diagram. In-ses- 
sion enactments of RRPs for each patient-therapist pair produce individu- 
alized markers. Such markers, specific to the individual case, differ from ap- 
proaches that list specific patient behaviors such as negative feelings, 
avoidance, or high levels of compliance as signs of impairment in the alli- 
ance (Agnew, Harper, Shapiro, & Barkham, 1994; Safran et al., 1990; Safran & 
Murran, 1996). RR enactments for which there was independent agreement 
between at least two of three raters (presence of an enactment and its loca- 
tion on the diagram) were selected for task analysis. 


Task Analysis (Greenberg, 1984a, 1984b) 


Task analysis is a process research strategy involving the detailed study of 
key in-session events to specify the processes patients use to resolve par- 
ticular problems in psychotherapy. It is guided by theoretical and clinical 
understanding and in this current context, the aim was to understand task 
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resolution and to build explanatory models of the processes involved. The 
initial step (the rational analysis) was to construct a hypothetical idealized 
performance representing the clinician or researcher’s best understanding 
of how resolution was achieved. This then guides the rigorous observation 
and description of actual task performances (the empirical analysis), identi- 
fying the strategies used and the characteristics of successful perform- 
ances. The ideal performance model was then compared to the actual per- 
formances in an iterative manner (the rational-empirical comparison), 
moving back and forth between the data and the hypothetical model until a 
refined performance model was built. 


The Rational Analysis: The Ideal Model 
for Enactment Resolution 


The key therapeutic task in postreformulation sessions for CAT thera- 
pists is collaborative work with the patient on recognition and revision of 
their problematic procedures, including in-session procedural enactments. 
Therapist interventions are considered helpful only to the extent that the 
therapist does not collude or reciprocate the patient’s RRPs and engages 
with the patient to understand enactments. The therapist is aided by the 
CAT diagram. On the basis of CAT theory and clinical experience, it was de- 
cided that the most effective intervention would involve the therapist focus- 
ing on the enactment while resisting reciprocation. The central task would 
then be to facilitate linking and explanation of the enactment by referring to 
the shared reformulatory tools. 

A theoretically based model of the ideal stages of successful RR enact- 
ment resolution was constructed by Dawn Bennett, Anthony Ryle, and Da- 
vid Shapiro, a clinician and researcher familiar with the events paradigm 
but with limited experience of CAT. The model drew on relevant psycho- 
therapy research and theory, the view of expert CAT therapists, clinical ex- 
perience, observations of relevant task performances, and empathizing 
with the therapist and patient through self-directed questions such as 
“What would I do now?”. The resulting rational ideal model provides prelim- 
inary understanding of the possible performance components, strategies, 
and sequences. On identifying evidence of an RR enactment occurring in 
the patient-therapist interaction, the model (Fig. 12.2) hypothesizes five 
stages for performance. In the first, there is an acknowledgment of the in- 
session event by the therapist, making the enactment event explicit by di- 
recting the patient’s attention to the therapeutic relationship or acknowl- 
edging the patient’s expressed feelings; the second stage is an exploration 
and collaborative clarification of their respective understandings. In the 
third, linking and explanation stage, the therapist invites or proposes how 
the enactment may be linked to the reformulation, other shared tools or 
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FIG. 12.2. The rational ideal model. 


metaphors, relationships with others, childhood memories or earlier exam- 
ples in therapy. Negotiation of the patient’s acceptance and understanding 
is elaborated, and doubts and disagreements are explored in the fourth 
stage. A consensus agreement is reached about the in-session event, its as- 
sociation to other relationships, or its origin in the past. Following this reso- 
lution, there may be three additional stages: The procedure is related to the 
whole reformulation (extension or further explanation); alternatives and ex- 
its are explored (new ways of relating); and the therapist affirms the focus 
of therapy on the therapeutic relationship and the possibility of change 
(closure). While working toward resolution the therapist does not collude, 
that is reciprocate, the expected role in the enacted RR. This model is not 
fixed or linear and it is assumed that cycling within and between stages will 
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occur. It is a “best guess” at what may be required for resolution and thus is 
a framework to guide empirical analysis. A fuller description of the prem- 
ises that led to the model can be found in Bennett (1998). 


The Empirical Analysis: Observation 
of Resolution Performances 


Following each identified marker, the task performances were broken 
down into elements and systematically developed into descriptive accounts 
of the components and stages of each resolution performance. This con- 
trasts with studies using a finite number of resolution performances classi- 
fied as the most successful resolutions (Rice & Sapiera, 1984; Greenberg, 
1984b). We included all reliable markers of RR enactments to examine suc- 
cessive attempts at resolution within each case, as this may convey how 
therapists and patients achieve resolution rather than just what they do. 


The Rational-Empirical Comparison: Model Building 


Cumulative revisions were made to the ideal model by three judges 
(Dawn Bennett, Glenys Parry, and Anthony Ryle), experienced CAT thera- 
pists, trainers, and supervisors, culminating in the refined performance 
model. Each cycling, from the conceptual stages of the ideal model through 
a detailed inspection of a resolution performance, as located in the tran- 
scripts, produced a more informative and refined map of the stages that pa- 
tient and therapist moved through to achieve successful resolution. This 
phase reflects two model-building principles (Morris, 1967). First, model de- 
velopment is considered a process of progressive enrichment or elabora- 
tion of the ideal model to reflect the complexity of the actual situation. Sec- 
ond, in this iterative process, as each new version of the model is tested, a 
new version is produced that leads to a subsequent test. Progressive cy- 
cling between the ideal model and empirical observations continued pro- 
vided that cycles produced new findings. When the addition of further 
cases did not add any substantially new discoveries or refinements, the 
process was judged to have reached a saturation point (Greenberg & 
Newman, 1996). 


RESULTS: THE REFINED MODEL 
OF RRP ENACTMENT RESOLUTION 


Working through the pool of good outcome cases on a case-by-case basis, 
the sampling strategy led to the inclusion of 107 markers and their associ- 
ated enactment resolution performances from 66 sessions of four good out- 
come cases. Resolved enactments were characterized by the presence of 
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both an explicit statement of understanding, for example, “I can see what 
you are saying there and I agree. So I am still running away,” and an affec- 
tive shift suggesting full emergence from the state of the enactment, for ex- 
ample, “[laughing] That’s why I slagged you off last week ... not caring for 
me enough.” 

Partial resolution was characterized by some cognitive awareness, but 
emotional and behavioral aspects of the enactment were still present (e.g., 
“I don’t know but I’ve been thinking about it”). Unresolved enactments were 
characterized by the absence of either resolution marker. On this basis, rat- 
ers classed 57 (52%) enactments as resolved, 37 (34%) as partially resolved, 
and 15 (14%) unresolved. 

There was confirmation in each of the four cases for the eight stages of 
the ideal model. Case 1 added 16 refinements, Case 2 confirmed 13 of these 
and added a further 3, Case 3 confirmed all 19 refinements added by the 
previous cases and contributed 1 further refinement, and Case 4 provided 
confirmation for 19 of the 20 refinements but did not add anything further. 
Sampling stopped at this point. 

The final empirical model for resolution of the RR enactments is de- 
picted in Fig. 12.3. It is referred to as the performance model, as it indicates 
the therapists behaviors and so forth that constitute a competent perform- 
ance in recognizing and resolving the RR enactment. 


Refinements to the Rational Model 


The systematic comparison between the rational model and the empirical 
analysis led to a number of amendments to the rational model, although the 
stages and their sequence remain the same. Figure 12.3 shows the refine- 
ments made to the model in Fig. 12.2. 


Tangential Steps. Sometimes therapists moved the focus away from the 
enactment before returning to it. For example, a therapist could acknowl- 
edge a therapy event that may reflect an enactment (e.g., patient being con- 
sistently late) but then allow space for discussion of outside events or es- 
tablish a reality base to the enactment (the patient’s explanation) at the 
acknowledgment stage then explore whether lateness reflected an enact- 
ment of an RRP. These and other interventions attend to the alliance by ad- 
dressing the patient’s reports and concerns. It seemed that only by allowing 
space for patients’ accounts of enactments are successive attempts at reso- 
lution possible. Therapists repeatedly cycled between stages, for example, 
resolution did not proceed beyond the linking stage without securing con- 
sensual acknowledgment of the in-session experience. Therapists and pa- 
tients were observed to cycle through deepening levels of understanding, 
emotional awareness, and assimilation, demonstrating the inadequacy of a 
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FIG. 12.3. Refined performance model. RRP = reciprocal role procedures. 


linear stage model. An enquiry to assess resolution occurred after consen- 
sus, facilitating, if necessary, a second cycle through the model. 


A New Stage Following Consensus Recognition. Therapists and pa- 
tients focused on understanding and assimilating previously warded off 
feelings associated with the RR that had emerged between them. Therapists 
validated the patient’s experience and used the diagram to explain why the 
problematic experiences had not been assimilated. 
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Within the Explanatory and Negotiation Stages. Therapists offered 
CAT understandings of the patient’s situation; the recurrent nature of pro- 
cedures as patterns of relating that fail to be revised and that the patterns 
can occur in any relationship, including that with the therapist. Therapists 
used countertransference disclosure to illustrate and explain the emer- 
gence of RRPs within the therapy relationship. They also explained how pa- 
tients developed and perhaps needed the procedures as survival strate- 
gies, understandable given the patient’s history. 


Within the Exit Stage, Therapists Facilitated the Patient’s Engagement 
in Change. Therapists explained and reinforced alternatives to the prob- 
lematic procedures that the patient could engage in with others and with 
the therapist. They used procedural knowledge to design and anticipate dif- 
ficulty with or rejection of these alternatives, anticipating how the patient’s 
procedures would facilitate or inhibit engagement with homework. Thera- 
pists also used supportive interventions as the patient engaged in the diffi- 
cult process of procedural revision. They explained that change involves 
revising procedures and predicted the consequences of continued use of 
damaging procedures. 


A Series of Refinements Classed as Heuristic Guiding Principles. The 
collaborative and noncollusive therapeutic stance that was held to charac- 
terize the ideal model was observed and elaborated. Therapists used 
phrases that specifically enlisted patients’ participation, verified their under- 
standings, and invited patients’ views throughout. Therapists used patients’ 
unproblematic procedures (e.g., a responsible, working-hard procedure) to 
achieve the work of therapy while being alert to the possibility of prob- 
lematic or maladaptive procedures being enacted (e.g., “responsible pa- 
tient” becoming “anxiously striving to please the therapist”). Noncollusion 
involved refraining from enacting a damaging procedure or pointing it out 
and providing a rationale about why this occurred (metacommunication). 

Two further principles were identified: First, silence facilitated a self- 
observing capacity with subsequent contributions by the patient advancing 
the work of therapy. Second, the therapist offered reflective and linking 
statements within an empathic and respectful relationship when the thera- 
pist was in tune with the patient’s experience and affect. Therapists used 
self-disclosure and showed vulnerability and aspects of their real self in the 
service of modeling a new way of being to the patient. This authentic stance 
provided a new role procedure available for internalization. Therapists con- 
sistently disconfirmed patient’s negative self-expectations. One therapist 
engaged at this authentic level particularly at points of therapy- and life- 
threatening transference enactments. 
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The Pattern of Resolution of Transference-Related 
Alliance Ruptures 


The complete refined performance model was not observed in every se- 
lected RR enactment. Successful resolution did require the patient’s en- 
gagement in acknowledging the enactment and establishing and exploring 
meanings. Resolution work was never able to proceed to the stage of link- 
ing without first achieving this. For some enactments, this was successfully 
achieved, whereas for others, if the patient was unsure or disengaged, the 
therapist cycled through the early stages of the model and if the patient dis- 
agreed, the therapist invited and then elaborated the patient’s view. For 
most enactments, these interventions were sufficient to preserve an alli- 
ance, engage the patient, and proceed to linking. 

Links to the diagram were offered or invited in all resolution perform- 
ances and therapists ensured that the patient understood the pattern that 
was the enactment and its origins. The consensus stage was not always 
clearly distinguished, but all successful resolution performances contained 
a patient statement of recognition of the enactment. At the point of resolu- 
tion, patients spontaneously disclosed feelings associated with the role 
they had experienced with the therapist and the historical basis to these 
feelings (often previously warded off). Premature attempts by therapists to 
explore such feelings were unsuccessful. This did not occur in every per- 
formance but occurred for all patients at some point in therapy. Therapists 
offered their perception of the patient’s affect following resolution as an op- 
portunity for assimilation (“I guess you may have felt ...”). Only if enact- 
ments were acknowledged and consensus achieved did work proceed to 
the exit stage in which new procedures and patterns of relating to self and 
others were considered. Each resolution performance contained at least 
one supportive explanatory intervention in which the therapist offered 
hope for the possibility of change. 

For enactments that had been difficult to resolve and characterized by 
successive resolution attempts such as repeated cycling and negotiation, 
therapists gave more attention to the exit stage. They ensured that the pa- 
tient understood the rationale and need for alternatives to damaging inter- 
personal procedures and planned these carefully to prevent failure. 

Collaboration, noncollusion, and silence were observed in all four cases. 
Therapists paid attention to the extent to which their own styles and thera- 
peutic techniques could reenact a maladaptive procedure with the patient. 
If the therapist reciprocated a procedure, they explained this using the dia- 
gram and countertransference disclosure. When an enactment is not re- 
solved through the model stages, the therapist used the real relationship 
explicitly to challenge and replace the destructive procedures, make con- 
tact with the patient, and secure an alliance. 
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TESTING THE MODEL 


We predicted that therapists in poor outcome cases would fail to resolve 
enactments and that their resolution performances would be characterized 
by an absence of model-consistent interventions. Thirty-five enactments 
from a total of 16 sessions from two poor outcome cases (deterioration on 
two or more self-report measures) were sampled. In contrast to the good 
outcome cases in which over half the enactments were resolved, only 1 of 
the 35 enactments from poor outcome cases was classed as resolved, with a 
further 7 partially resolved. Therapists in poor outcome cases did not de- 
tect the majority of enactments and there was evidence for unrecognized 
collusion. In summary, the two therapists involved did not adhere to the 
model (Fig. 12.3). The way in which they did not is summarized in Table 
12.1. 


TABLE 12.1 
Characteristics of Resolution Performances 
of Therapists of Poor Outcome Cases 


The majority of enactments were not detected or recognized: 


e If detected, resolution performance did not proceed beyond the linking stage of the per- 
formance model. 


Although present, acknowledgment and exploration was incomplete in that they lacked 
the reflective focus on feelings, tentative style, and cycling of the refined model. 


Little use of the reformulation, specifically the diagram, in the linking stage. 


Evidence for only 4 of the 20 refinements (made to the model by therapists of good out- 
come cases), and their form was partial. 

e No evidence of negotiation. Therapists ended resolution attempts with supportive ges- 
tures when they met patient disagreement. 


Little evidence of the consensus stage of the refined model. Therapists may have success- 
fully linked some enactments to patterns in other relationships, but there was little evi- 
dence for exploring the patients understanding of links or reaching a shared understand- 
ing considered characteristic of the consensus stage. 

e No evidence for the consistent work in the later stages of the model: further explanation, 
exits, or closure. Proposed exits were not designed with knowledge of the patients’ proce- 
dures and lacked explanations that could facilitate the patient’s engagement. 


Little evidence of the heuristic guiding principles. Therapists were not tentative, negotiat- 
ing, or collaborative, nor did they use silence or the authentic relationship in which the 
therapist was in tune with painful feelings. 


Evidence for unrecognized collusion, whereby the therapist reciprocated the patient’s re- 
ciprocal role procedures and failed to acknowledge this. Some instances of reciprocation 
served to preserve the alliance (but there was no evidence that these were intentional), 
whereas others led to ruptures in the alliance (therapists failed to identify their own con- 
tribution). 


Evidence for patients having more awareness of some enactments than the therapist, as if 
the therapist lacked an implicit cognitive map to guide their performance. 
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Resolution of RR Enactments and the Therapeutic 
Relationship 


Therapists of good outcome cases were able to recognize 84% of the RR en- 
actments when they occurred. There was an average of 1.62 enactments in 
each session and a range of 1 to 4 enactments per session. When these ther- 
apists recognized an enactment, they acknowledged that this had occurred 
and attempted to resolve the majority of enactments through a focus on the 
therapeutic relationship. They moved to outside events when these were 
pressing but always returned to the focus on the therapeutic interaction. In 
contrast, therapists in the poor outcome cases only recognized 34% of 
enactments, and when they did recognize an enactment, there was an em- 
phasis on outside events. Poor outcome therapists maintained this outside 
focus even on those occasions when the patient was explicit in their expres- 
sion of negative feelings toward the therapist. This finding is consistent 
with Sachs (1983) who observed that failing to address patient’s negative at- 
titudes toward either the therapist or therapy and passive acceptance of 
problematic aspects of the patient’s behavior, such as evasiveness, was 
highly associated with negative therapeutic outcome. 

In one of the poor outcome cases, in response to an enactment and ex- 
plicit disengagement of the patient, the therapist focused repeatedly on 
prescriptive interventions, which the patient rejected. For example, the 
therapist offered solutions for an interpersonal dispute with a neighbor 
while the patient felt unsupported and overlooked and became dismissive. 
This reenacted an RR in which the patient experienced any failure to offer 
total understanding and support as rejection. This became a major threat 
to the alliance. 

This seems to be a similar phenomenon to that described by other re- 
searchers in which dogged adherence to technique in the face of a deteri- 
orating alliance is associated with poor outcomes or the patient leaving 
therapy prematurely. Piper et al. (1999) describe a nonproductive pattern 
characterized by a high level of transference interpretation despite pa- 
tient resistance in the final session of those prematurely dropping out of 
time-limited, interpretive, individual psychotherapy in a randomized clini- 
cal trial. Castonguay, Goldfried, Wiser, Raue, and Hayes (1996) also found 
that some cognitive therapists attempted to resolve alliance problems by 
increasing their adherence to cognitive therapy rationale and technique. 

Resolution of alliance-threatening transference enactments is dependent 
on therapists’ ability to identify their presence. There was a significant dif- 
ference in therapist’s ability to do this in the good and poor outcome cases. 
Therapists of poor outcome cases infrequently used the diagrammatic for- 
mulation for linking in-session enactments. Failing to use the diagram as an 
aid to recognize and resolve enactments may partly reflect inaccuracy of 
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the diagram. Although we have shown that it is possible to develop a suc- 
cinct but comprehensive and accurate formulation based on information 
from the first three sessions (Bennett, 1998; Bennett & Parry, 1998), not all 
diagrams are of this quality. In other cases, therapists and supervisors need 
to revise the diagram. All the enactments identified by raters in the good 
outcome cases were located on the patient’s respective diagrams. In con- 
trast, only half of the enactments in the poor outcome cases were repre- 
sented on the respective diagrams. This difference was significant and has 
important implications for training and supervision. An important implica- 
tion for CAT and indeed any other brief psychodynamic psychotherapy is 
that practice should allow for revision of the formulation during therapy as 
needed. It is therefore considered good CAT practice that when an affect or 
event cannot be located on the diagram, revise the diagram. This guards 
against the possibility of the therapist and patient engaging in an RR enact- 
ment that cannot be related to the formulation. It is important here to dis- 
tinguish between all the procedures represented on the diagram and the fo- 
cus of therapy. A therapy may focus on one or two of the most damaging 
procedures within the context of a more complex diagram. 


APPLICATIONS AND IMPLICATIONS 
OF THE MODEL 


The emphasis in brief dynamic psychotherapies on developing a formula- 
tion for the focus of the work with the patient is supported by the work 
summarized in this chapter. A good formulation helps the therapist predict 
and recognize possible damaging procedures and transference enactments 
as they appear in therapy. In CAT, this formulation can be in written and di- 
agrammatic forms. Another key feature of brief therapy is that of collabora- 
tion to engage the patient’s reflective capacities, which is a central mecha- 
nism of change. This collaborative stance models a respectful and new 
relationship for patient internalization. We suggest that these general 
points are applicable to any brief psychodynamic psychotherapy. 

The resolution performance model is not a rigid prescription or interven- 
tion manual but a system to sensitize therapists to these enactment events 
and the skillful technical interventions associated with successful resolu- 
tion. This is a way to encourage “responsive matching” (Frank & Spanier, 
1995) in which therapists skillfully match their response to the changing 
needs of the patient, which reflects intuition and the ability to modify tech- 
nique when required, a key feature of effective therapists. However, it is im- 
portant to determine when responsive matching is inherently dangerous 
and driven by countertransference rather than reflecting flexibility and 
therapeutic responsiveness. The empirically derived refined performance 
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model offers a way to guide selection of interventions at particular points in 
the progress of enactment resolution. In this way, psychodynamic thera- 
pists can become familiar with the flexible, responsive use of techniques 
guided by formulation. 

Applications of the empirically derived model has been the focus of our 
subsequent research and we have developed guidelines for therapist per- 
formance and a training pack for trainers and therapists; developed and pi- 
loted a measure of therapy competence in managing alliance threatening 
RR enactments for use in training, supervision, and research (The Therapist 
Intervention Checklist; Bennett, Parry, & Ryle, 1999); and evaluated a train- 
ing method of intensive supervision in model-specific interventions (“micro- 
supervision”). 


SUMMARY AND CONCLUSIONS 


The kind of research summarized here demonstrates how qualitative ac- 
counts of psychotherapy process can lead beyond the particulars of indi- 
vidual cases to descriptions of patterns. Qualitative accounts contribute to 
a systematic, replicable, and theoretically appropriate method of selecting 
material likely to increase understanding of how therapist performance has 
an impact on outcome. The particular value and contribution of task analy- 
sis, as was evident here, was the intensive fine-grained tracking of therapeu- 
tic process guided by a rational framework. The process of empirically re- 
fining a model guided by theory and experience has formalized some of the 
nuances of the clinical process, often referred to as intuitive clinical wisdom 
(Rice & Greenberg, 1984). Knowledge about what works in psychotherapy 
must be rooted in clinical observation and draw on the experience and wis- 
dom of the practicing clinician, but it must also have empirical verification 
(Goldfried & Wolfe, 1998). The methodological sophistication of the change- 
process paradigm offers the opportunity for continuing to forge such col- 
laboration. 

Such research has a number of limitations. The findings may relate only 
to the cases under study. In part, the issue of generalizability across other 
patient-therapist dyads is a challenge to task analysis as a methodology. 
Although we focused on CAT, we envisage that the findings and the model 
will be applicable across theoretical orientations. 

In distinguishing between good and poor outcome cases and presuming 
that competent performance was more likely to be observed in good out- 
come cases, we were influenced by the assumption that there is an associa- 
tion between competence and outcome. However, although there is a rela- 
tion between therapist skill and better outcomes, it is not a strong one— 
some patients improve regardless of the therapist’s expertise, and some 
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may progress slowly no matter how skillful the therapist may be (Beutler, 
Machado, & Neufeldt, 1994). It can be argued that one would not logically 
expect to see a linear relation between the amount of a given active ingredi- 
ent in therapy and the therapeutic outcome because therapists adapt and 
respond to the needs of the patient (Stiles & Shapiro, 1994). In view of this, 
the results (showing such clear differences between the therapists of good 
and poor cases) are surprising. One reason may be that the relation be- 
tween competence and outcome is easier to observe in the patient group 
under study, as people meeting diagnostic criteria for BPD are unlikely to 
improve spontaneously and tend to respond negatively to therapist errors. 
We also suggest that by going beyond proxy measures of competence (e.g., 
years of experience or training), the resolution model provides a means of 
observing a much clearer association between competence and outcome. 
Of course, it remains possible that the model encompasses client difficulty 
as well as therapist competence, as they are difficult to disentangle, and 
both are associated with outcome (Waltz et al., 1993). 

The model describes what therapists in good outcome cases were doing, 
and we showed that therapists in poor outcome cases did not follow it. 
However, this research design does not allow generalizations about the re- 
lation between model-consistent process components and outcomes. To 
test the validity of the refined performance model would require a demon- 
stration that the hypothesized mechanisms of change do predict treatment 
outcomes. This would involve blind rating of whether or not the process 
components of the model were present, then examining the relationship to 
outcome in a large enough sample for adequate statistical power. 

Replication is the key to these shortcomings and we would recommend 
that others replicate the procedure, with a new set of cases, to test the re- 
fined performance model. Unfortunately, task analysis is labor intensive. An 
alternative way would be to use the checklist of therapist competencies de- 
rived from the model and apply it to actual therapist performance to test 
whether performance relates to outcome. This makes the research replica- 
ble and of potential clinical value. It is currently being undertaken in a ran- 
domized controlled trial of CAT. 

In the light of these caveats, the model should not be seen as the defini- 
tive account of competent enactment resolution performance. On the other 
hand, it contributes to our knowledge of therapist competence in a way that 
is falsifiable, generalizable, and replicable. 
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In the psychotherapy literature, ending therapy is referred to as termination 
and the final phase of therapy is the termination phase. The length of this 
phase is determined in large part by the length of the therapy, with the last 
10% to 25% of therapy considered as the termination phase (Gelso & Wood- 
house, 2002). The negotiation of termination can be problematic for patient 
and therapist alike. It can be tempting for therapists to avoid the ending by 
either continuing indefinitely or by delaying discussion of a forthcoming 
ending. Indeed, many trainees avoid negotiating the termination phase by 
not discussing it at all with the patient until the last session (Bostic, Shadid, 
& Blotcky, 1996). Patients too may avoid termination, for example, by drop- 
ping out prematurely or fleeing into health (Malan, 1979). 

The end of therapy, and the last session in particular, can come about in a 
variety of ways. Ideally, the last session, especially in long-term therapies, 
comes about as part of a “natural ending” (Wittenberg, 1999, p. 342), a 
planned response to the patient’s decreased need for therapy. Patient and 
therapist work toward a set date and the final session becomes the last in a 
carefully considered process. Unfortunately, a natural ending is relatively 
rare. Many psychoanalysts acknowledge that the majority of analyses end 
because the patient moves to another city, runs out of money, impulsively 
quits, or agrees with the analyst that a stalemate has been reached (Malcolm, 
1982). The trend toward brief, time-limited therapies has meant that more 
therapies commence with a termination date already set. Nevertheless, many 
therapies end “by default” (Budman & Gurman, 1988, p. 6). A meta-analysis of 
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125 psychotherapy studies showed that the mean dropout rate varied from 
36% to 51% (Wierzbicki & Pekarik, 1993) and, for trainees at least, 35% ended 
as forced terminations (de Bosset & Styrsky, 1986). In short, a planned negoti- 
ated end of therapy is the exception rather than the rule. 

Regardless of the way the ending comes about, it is important to con- 
sider how to successfully negotiate termination, the associated dynamics, 
and the therapeutic tasks to be accomplished. Marx and Gelso (1987) found 
that patient satisfaction with termination of therapy was most strongly re- 
lated to how termination proceeded. However, termination procedures may 
depend on the success of the therapy. Quintana and Holahan (1992) asked 
counselors to compare termination in a successful and an unsuccessful 
counseling case (with similar duration of brief therapy). Success was indi- 
cated by therapists’ rating improvement in feeling, behavior, self-under- 
standing, and overall change. The unsuccessful cases were not to be prema- 
ture terminations or dropouts. Quintana and Holahan (1992) found that 
therapists undertook more termination behaviors with the successful cases. 
With unsuccessful cases, there was less frequent discussion of the end of 
counseling, less review of the course of counseling, less activity bringing 
closure to the relationship, and less discussion of the counselee’s affective 
reactions to termination. 

This chapter considers termination issues by considering the experience 
of the patient and therapist, the empirical research, and what the therapist 
can do to facilitate a therapeutic ending. These themes are illustrated by 
reference to the last two sessions of the case study referred to throughout 
this book. 


CONCEPTUALIZING THE EXPERIENCE 
OF TERMINATION 


The experience of patients (and indeed therapists) during the termination 
phase is frequently shaped by a past history of painful endings in which 
the course of events could neither be influenced nor understood. The ex- 
perience of endings in psychotherapy taps into these past experiences 
and connects with a range of existential human anxieties about ending 
and separation. Wittenberg (1999) characterized these anxieties as per- 
taining to infantile, child, adolescent, and adult levels of psychic life: 


On an infantile level, [these anxieties] are about being abandoned, starving, 
left to die, disintegrating; on a child level, they are, in addition, about feeling 
lost, unable to cope on one’s own and being thrown back into a state of terri- 
fying helplessness; on a adolescent level they include having to take on adult 
responsibilities; and on an adult level, any ending also makes us acutely 
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aware of the passing of time, the end of a period of our life bringing us a step 
nearer to death, the end of our lifetime. (p. 340) 


Within the psychoanalytically oriented therapy literature, termination 
has usually been conceptualized as an experience of loss. The goal of ther- 
apy and the implications for termination have been described as being “in- 
dividualization which implies making a clean cut, permanent break with the 
therapist which enacts a death-like experience” (Lee, 2000, p. 50). The con- 
cept of termination as loss has received some support in the (rather scant) 
research literature. Marx and Gelso (1987) found, in a university counseling 
center, that the amount of termination work undertaken (as reported by the 
counselee) was related to closeness to the counselor, loss as a theme of 
counseling, and number of sessions. The counselee’s rating of the impor- 
tance of discussing reactions to termination was predicted by loss as theme 
of counseling, closeness to counselor, and loss history. Boyer and Hoffman 
(1993) also found in a study of 117 psychologists that their affective reaction 
to termination was predicted by their own history of loss, as well as their 
perceptions of their clients’ sensitivity to loss. 

An alternative conceptualization views termination as a weaning proc- 
ess, implying that the end of therapy, although a loss, is also an opportunity 
for development and transformation (Quintana, 1993). This view is consis- 
tent with theories emphasizing the process of internalization in which the 
patient “transforms real or imagined regulatory interactions with [the ther- 
apy] environment, and real or imagined characteristics of [the therapy] en- 
vironment into inner regulations and characteristics” (Schafer, 1968, p. 9). 
In this view, aspects of the therapist and the therapy process are internal- 
ized by the patient who then continues to have access to these representa- 
tions beyond the end of therapy. This internalization process is seen as nec- 
essary for successful termination. Whether termination is conceptualized 
as loss or as weaning, the way in which therapy ends will have implications 
for internalization and adjustment after therapy, either for the mourning 
process or else (or as well as) for the incorporation and utilization of the 
gains that have been made and a new image of self as a result of growth in 
therapy. 


NEGOTIATED ENDINGS 


Natural Endings and Long-Term Therapy 


Natural endings occur when the patient experiences an ongoing decline in 
his or her need for therapy, and both patient and therapist begin to sense 
that the therapeutic endeavor is coming to an end. Behavioral referents 
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that indicate that therapy is sufficient have been identified by Kramer 
(1986) who surveyed 20 psychotherapists about the types of termination 
cues they used. The signs indicative of ending included (a) patients no 
longer idealize or depreciate their therapists but rather begin to relate to 
them more as equals; (b) patients seem to need less input, evaluation, and 
interpretation from the therapist and seem to have internalized the thera- 
pist; (c) patients start to space out sessions further apart in time; and (d) 
patients consistently have less to talk about in sessions. 

In long-term therapies that progress to a natural termination, anxieties 
about ending may be moderated because much therapeutic work about 
endings has already taken place. Temporary endings, such as holiday 
breaks, provide opportunities to experience, observe, and work to under- 
stand the ways in which the patient responds to endings and separations 
(Malan, 1979). A natural end to therapy is likely to be approached with 
some sense of readiness, but this is fluctuating and ambivalent. There is 
pleasure and pride in the work done and the developments achieved, alter- 
nating with doubt and anxiety about future challenges. There may be pro- 
found sadness and regret at leaving a valued relationship, as well as grati- 
tude and some envy of the future patient who will take one’s place. (In 
group therapy, a patient’s leave-taking can be further complicated by the 
remaining patients’ envy of his or her readiness to leave.) 

Nevertheless, despite the mutual agreement inherent in a natural termi- 
nation, once a final date has been set, the patient often appears to regress. 
The therapist then needs to consider whether this is a real setback or a fi- 
nal reworking and consolidation (Wittenberg, 1999). The therapist needs to 
be alert to destructive efforts to demonstrate that the patient needs to stay 
in therapy. The depth of reaction often makes termination difficult for ther- 
apist and patient alike. Difficulties include ambivalence, regression, and 
other negative affects, reexperiencing of previous losses, expression of a 
need for more treatment, and therapist and patient experiences of sadness 
(Fortune, Pearlingi, & Rochelle, 1992). 


Planned Endings and Brief Therapies 


Audits of therapy have consistently shown that most patients receive less 
than 10 sessions (Budman & Gurman, 1988; Seligman, 1995). Even with these 
few sessions, many patients report improvements. Therefore, one might ex- 
pect that if brief therapies were planned at the outset to be only about 10 
sessions, they would terminate in a planned way. Whenever this occurs and 
the patient completes a therapy as planned, Budman and Gurman (1988) re- 
ferred to this as brief therapy “by design” (p. 6). 
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There is a range of views about the extent to which the intense emo- 
tional reactions elicited by endings in longer term therapies are replicated 
in brief and time-limited psychotherapies. Gustafson (1995) argued that 
endings in brief therapies were largely uneventful provided the beginning 
and middle of the therapy had proceeded properly. However, he stressed 
the importance of careful assessment of suitability for brief therapy. In con- 
trast, Malan (1979) argued that termination issues might be seen in their 
most concentrated form in brief therapies. In Mann’s (1973) time-limited 
therapy, resolution of the separation at the end of the therapy is seen to be 
the key to the therapeutic effect. Mann and Goldman (1982, p. 71) referred 
to the patient’s awareness of “the shadow of termination” from just after 
the midpoint of the therapy. Wittenberg (1999) thought that entering ther- 
apy with a time limit made a big difference because the reality of the time 
limit is consciously and unconsciously worked at throughout the therapy. 
She also argued that knowing the time limit influenced how patients pro- 
ceeded in the therapy. Less disturbed patients may respond to the time 
limit by working intensively and making the most of the time. They reach 
termination with a sense of having achieved a lot (though the ending may 
still be regretted). More disturbed patients may feel the need to protect 
themselves from becoming too deeply engaged and may be unable to use 
the therapeutic time fully. The restricted engagement protects the patient 
from feared intense or overwhelming responses to termination. 

Research investigating termination experiences in brief therapy has 
shown that positive feelings may outweigh painful or negative feelings 
(Gelso & Woodhouse, 2002). Typical positive feelings include feeling 
healthy, proud, and calm. In Quintana and Holahan’s (1992) study, these 
adjectives were used by 59% to 79% of responding counselors when de- 
scribing the termination reactions of patients who had experienced a suc- 
cessful therapy. When asked for their feelings about ending counseling, at 
least half of the counselees in Marx and Gelso’s (1987) study checked posi- 
tive adjectives such as calm, alive, good, and satisfied. Whereas approxi- 
mately one third indicated some anxiety by selecting feelings such as 
afraid, alone, or nervous, far fewer checked negative adjectives indicating 
depression and hostility. Only 10% were dissatisfied with how counseling 
came to an end, with a further 25% being neutral. These figures are consis- 
tent with those from Mohr (1995) who reported that 10% to 30% might ex- 
perience negative outcomes. 

These relatively positive experiences of termination are consistent with 
theories that view termination as development or transformation. This 
does not mean however that therapeutic work on reactions to termination 
can be neglected. When Marx and Gelso (1987) inquired about termination 
experiences after brief counseling (an average of 10 sessions), counselees 
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indicated it was important or very important even in this brief work to be 
able to discuss their reactions to ending. 


ENDINGS BY DEFAULT 


Patient Dropout 


Many therapies are not brief “by design” but are instead brief “by default” 
(Budman & Gurman, 1988, p. 6). It appears that only a proportion of patients 
remain after 6 to 10 sessions even if more sessions were planned at the out- 
set. A patient-initiated premature end of therapy is referred to as patient 
dropout. However if an early end is mutually agreed, then this is considered 
early termination rather than dropping out. 

To identify the variables associated with psychotherapy dropout, Wierz- 
bicki and Pekarik (1993) conducted a meta-analysis of 125 studies. They 
found that increased risk of dropout was significantly associated with mi- 
nority race, low level of education, and low socioeconomic status. History 
of deliberate self-harm has also been associated with dropping out (Hillis, 
Alexander, & Eagles, 1993). It is possible that, in these groups, extrathera- 
peutic factors might mitigate against therapy attendance, such as the cost 
of travel, competing family crises or responsibilities, or poor physical 
health. It is more likely that the therapist has not tailored the therapy to 
suit the needs of these groups (Joyce & McCallum, chap. 4, this volume). 
Dropping out was not related to diagnosis, duration of illness, history of al- 
cohol abuse, or family history of psychiatric illness (Hillis et al., 1993). 

Piper (1998) argued that dropout could be a manifestation of failure of 
therapy or deterioration of the therapeutic relationship. He reported that 
the last sessions of dropouts in the study were characterized by too many 
transference interpretations or too great an adherence to a manual at the 
expense of the relationship or the patient’s opportunity to explore. In this 
study, the patients expressed thoughts about dropping out early in (what 
was to become) the last session and therapist and patient appeared to get 
into conflict. It remains unclear what led patients to thoughts of dropping 
out, nor is it known how therapist beliefs, behaviors, countertransference, 
and so forth contributed toward the (apparent) change in technique that 
took place when the patient made such an announcement. It is possible 
that the patient dropping out may be a healthy response to an unhealthy 
therapeutic environment. Indeed the patient may be acting on an accurate 
perception about the therapy and the therapist (Langs, 1998); for example, 
the therapist may be conveying an unconscious communication to have 
therapy end. 
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A more positive view of dropout is apparent if we accept the figures pro- 
vided by Howard, Moras, Brill, Martinovich, and Lutz (1996) on dose- 
response effect. This effect demonstrates that by the eighth session 50% of 
patients have shown measurable improvement. Similarly, in a meta-analysis 
of the value of psychotherapy, Smith, Glass, and Miller (1980) showed that 
positive impacts occurred in the first 6 to 8 sessions. Consequently, it is 
plausible that patients have dropped out for positive reasons. They may 
have had their initial expectations fulfilled and their symptoms improved. 


Forced Endings 


When the therapist seeks to end the therapy prematurely, this becomes, for 
the patient, a forced ending. The reasons for early termination may be re- 
lated to the therapy or to personal reasons such as therapist pregnancy (as 
in the case discussed throughout this book). Often, forced endings are initi- 
ated because of extratherapeutic factors such as limitations imposed by 
funding agencies, short internships, placements or training rotations, and 
relocation (Bostic et al., 1996). These endings are considered forced end- 
ings for the patient who has no choice but to end before achieving their 
treatment goals. This type of ending is common especially among trainees 
and was the most common reason for termination in a study of psychiatric 
residents in which 35% of cases were forced terminations (de Bosset & 
Styrsky, 1986). 

Forced endings are problematic for therapists, with only 16% of psychiat- 
ric residents reporting satisfaction with their therapy terminations (Bostic 
et al., 1996), although this figure includes all terminations not just forced 
ones. Teyber (2000) suggested that unresolved separation anxieties or guilt 
about letting someone down in the context of forced termination are the 
most common forms of countertransference difficulty. Reproachful, angry, 
rejecting, and helpless responses in the patient (or the therapist’s anticipa- 
tion of such responses) often elicit guilt and defensiveness in the therapist. 
Therapist conflicts about stopping the therapy can lead to a delay in giving 
the patient clear information about the termination date or can result in the 
therapist colluding with the patient in avoiding discussion of termination is- 
sues. If the therapist just disappears, this “sends an unhealthy message 
about relationship, therapeutic or otherwise, since avoiding or neglecting 
the real relationship prompts hostile patient responses not based on trans- 
ference” (Bostic et al., 1996, p. 350). 

For patients, forced endings more closely mimic the characteristics of 
past painful endings and usually evoke distressing emotions associated 
with these past separations, as well as representing a real disappointment 
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in the present (Teyber, 2000; Wittenberg, 1999). Patient responses to forced 
termination are likely to include shock, anger and blaming, intense grief 
and sadness, and feelings of being helpless, abandoned, and needy. In any 
case, the manifest reactions to terminations are likely to be only part of the 
overall reaction (Baird, 1999). 


Whatever the initial reaction of a patient to the forced termination, it is likely 
that his or her reaction is more complex and layered than first seems to be 
the case. A patient who is in touch with only sadness over the loss of the ther- 
apist may find it more difficult to acknowledge anger toward the therapist for 
causing that loss; one who is in touch with only the rage may be reluctant to 
feel the tender feelings and the sadness behind the anger. Indifference can al- 
ternate with strong feelings of separation anxiety. (Penn, as cited in Baird, 
1999, p. 153) 


Clinical opinion holds that forced terminations are harder for patients 
than natural endings and the few studies available offer some support for 
this. Patients in forced terminations were less able to move toward more 
positive activities outside of therapy (Fortune et al., 1992), and they experi- 
enced more negative affect. Some patients abruptly leave therapy in retalia- 
tion or to avoid the painful experience of being left (Malan, 1979). 

If a termination is forced, when should the patient be advised? In an in- 
teresting study by Gould (1978, as cited in Gelso & Woodhouse, 2002), pa- 
tients whose therapist informed them that they would be leaving at the end 
of the year appeared relieved to find out that they would not be in therapy 
indefinitely. Moreover, knowing the end date did not seem to pose a diffi- 
culty for patients in investing in the therapeutic work. All patients who were 
informed of the end date stayed in treatment for the duration. On the other 
hand, some patients who were informed near the end of therapy did not re- 
turn to sessions once they were told. 

To manage the impact of forced termination on the therapist and the pa- 
tient, Gelso and Woodhouse (2002) argued that a forced ending be trans- 
formed into time-limited therapy in which the patient is told from the earli- 
est opportunity when therapy will end. (This occurred in the case study 
referred to throughout this book.) Patients need to know much about the 
departure to maintain some control over their reactions, transference 
based or otherwise. In addition, providing a patient with the opportunity to 
make decisions about the continuation of therapy, such as the therapist did 
with the case study referred to throughout this book, can facilitate a sense 
of control over the “trauma of rejection” (Gelso & Woodhouse, 2002, p. 350). 

Supervision during a phase of forced termination is particularly impor- 
tant because of the potential countertransference difficulties, which may 
cloud the therapist’s understanding of the client’s needs. Relevant here is 
the evaluation of the patient’s need for referral. Historically, 33% to 66% of 
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patients have been referred on (Bostic et al., 1996) even though patients 
may benefit from a period between therapists to consolidate the work done 
and to reevaluate the issues for a new therapy. Unfortunately there is some 
evidence that trainee therapists receive less extensive supervision in cases 
of forced termination than in cases of natural termination (de Bosset & 
Styrsky, 1986). 


TERMINATION PROCESSES IN THE CASE STUDY 


To examine the process of termination in the case under discussion in this 
book, a review of the themes in the final two sessions (Sessions 8 and 9) 
was undertaken. 


The Second-to-Last Session 


Much of the work of the termination phase occurs before the last session. 
Interestingly, in the Piper (1998) study of the last sessions of a sample of 
dropouts, the patients announced quite early in the session that this was to 
be their last. This phenomenon implies that the penultimate session may 
shed light on the dynamics that were salient when the patient formed the 
intention to finish. From clinical experience also, patients often seem to 
work through termination issues prior to the last session, which then be- 
comes a process of goodbye. 

Early in Session 8 the patient stated that she had been able to express 
her feelings safely in the therapy and that she had not “blanked them out.” 
She expressed positive themes in relation to her family and friends but ex- 
pressed an anxiety about fear of going backwards, that is, a return of the 
symptoms. She needed her therapist to support her. The therapist reflected 
on the relationship and indicated that changes had happened and that 
these were evident in the way in which the patient had taken control in the 
session and how she now recognized her rebelliousness can, if exerted neg- 
atively, prevent her from consolidating the changes. These themes of blank- 
ing out, control, and rebelliousness were integral to the patient formulation 
and they were also addressed as and when evident in the patient’s reaction 
to termination. 

The therapist acknowledged that the shortened nature of the planned 
therapy was due to her going on maternity leave. She addressed possible 
fantasies that the patient might have had about the termination and ar- 
ranged for a review with extra sessions if the patient wished to have them. 
The therapist assured the patient that she did not need to get sick again to 
have the sessions but that they would be available regardless. The patient 
was reminded that she knew what to do and that it was she who was in con- 
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trol. There was a strong statement to the effect that the patient was going to 
be on her own because the therapist was not going to be there, but what 
they had done (together) was going to be there. The business matters to be 
concluded in the last session were anticipated. 


The Last Session 


The last session began with concerns about being out of control versus in 
control and taking responsibility. The patient then expressed her fear of 
slipping back once therapy had ended. In response, the therapist acknowl- 
edged the brevity of the therapy and that changes were not yet fully consol- 
idated, while encouraging the patient’s efforts and reminding her of prog- 
ress made. With a focus on looking ahead, the patient was concerned that 
taking responsibility and staying well would bring increased expectations 
(losing the sick role and being pressured to get a job). The idea was “terrify- 
ing.” The therapist suggested that “we'll cross that bridge” later. With a 
sense of pressure eased, the patient fantasized that she may do it! She may 
succeed so well and be so busy that she can “only spare five minutes” to 
see the therapist. In a safe, humorous way, this comment conveyed the pa- 
tient’s consciousness of the limited time the therapist had for her. Progress 
was reviewed, with the therapist’s theme being, “you’re doing well,” and the 
patient’s theme being, “yes that’s true but... but I may slip back, I may still 
need you.” Indicating she would be writing to the referring doctor, the ther- 
apist asked the patient if there was something she wanted conveyed. The 
patient’s message was “don’t bully me.” Therapist and patient reviewed the 
patient’s increased understanding of her past angry and resentful stance in 
relation to medical contact. (Although not stated overtly, one wonders if 
this mirrored changes in the patient’s stance in therapy.) This discussion 
culminated in mutual warmth and laughter, followed by a quick retreat 
from closeness. 

The next part of the session focused around a discussion of whether or 
not the patient was going to have a blood test to monitor her diabetes. This 
seems at one level to be a retreat from the emotional experience of the here 
and now while still concerned with the issue of how the patient will do in 
the future. The interchange is reminiscent of a parent farewelling an adoles- 
cent leaving home. The therapist-mother says let me do something, arrange 
something for you before you go. There will be a memento (test result) that 
the patient-adolescent can take away. The patient is reluctant and con- 
cerned about getting a poor result. Testing is confronting and she doesn’t 
want to be remembered as doing poorly. After some to-and-fro, the thera- 
pist and patient return to a more here-and-now expression of feeling. There 
followed some lighthearted banter that conveyed an enjoyment of each 
other’s company while providing a light camouflage of the warmth and sad- 
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ness between them. The therapist reminded the patient they had “half a 
minute left to say goodbye.” The patient acknowledged the therapist’s help 
and thanked her. The therapist acknowledged the patient’s effort and per- 
sistence, which enabled the patient to acknowledge this too. The therapist 
mentioned the follow-up appointment and thanked the patient for letting 
her tape the sessions (for leaving her with a memento too). 


Case Review 


Although this was in fact a forced ending (in the context of brief therapy), 
the themes of the last two sessions were similar to those of a natural end- 
ing. The interrelated issues of “Am I ready?, Will I slip back?, Will future 
challenges be too hard?” were the main focus of the work in Session 8 and 
these continued into Session 9. This occurred in a context of acknowledging 
the work done together and the changes achieved. The other main issue in 
the final session was the question of how to say goodbye. If there was any 
reexperiencing of previous separations this was not overtly evident, except 
insofar as the patient thought back over the nature of her previous relation- 
ships with doctors. Doubt and anxiety alternating with confidence, together 
with feelings of warmth and gratitude, were the predominant emotions. In 
Wittenberg’s (1999) terms, the main anxieties were at the child and adoles- 
cent levels (managing on her own and being expected to take on adult re- 
sponsibilities). Intense anger and grief were not apparent, although the pa- 
tient signaled her awareness of the limited time offered to her (and 
threatened that next time she may be too busy for the therapist). There is a 
sense from the therapist as well as the patient of wanting to remember and 
be remembered. The overall picture is consistent with research findings, in- 
cluding Fortune et al. (1992), who found that negative reactions among pa- 
tients were weak or absent, the strongest reaction being positive affect 
(pride, independence, accomplishment), evaluation of success, evaluation 
of therapy experience, and positive flight. Least strong were regression, de- 
nial and recapitulation, and expression of a need for further treatment. 
Therapists expressed strongest reactions as pride in the client’s success 
and pride in their own skill; least strong were relief, doubt about their effec- 
tiveness, doubt about the client’s progress, and reexperiencing of previous 
losses. Positive valuations outweighed negative. 


THERAPIST TASK IN THE LAST SESSIONS: 
TO OPTIMIZE THE WORK DONE 


The process of working through the ending needs time and cannot be left to 
the final session. Nevertheless, the work of the therapist continues to the 
last moment of the last session. Sullivan (1970) wrote that the job of the in- 
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terviewer was “to see that the person gets something out of the interview” 
(p. 209). This is also the aim of the termination phase of therapy, that is, the 
patient should get something out of termination. A therapeutic ending re- 
quires that the therapist clearly and unambiguously acknowledge the real- 
ity of the ending and also talk with the patient about it, including the ways 
in which it may evoke thoughts and feelings from other painful endings in 
the past (Teyber, 2000). If the patient makes no reference to the end or its 
significance, the therapist needs to remind the patient that there are “3 
weeks or three sessions to go,” and so forth, with a specific date on the cal- 
endar nominated as the last session. If nothing is said, then the therapist 
may need to ask what the patient feels about the ending (Jacobs, 1989). 

Ending therapy is an opportunity to reexamine the legacy of past end- 
ings and also a real here-and-now separation. Both aspects need to be ac- 
knowledged. The therapist should not feel afraid about encouraging the pa- 
tient to bring both positive and negative feelings into the open. Teyber 
(2000) recommended that the therapist invite the patient to share angry, 
disappointed, or sad feelings. In relation to positive feelings, Fortune et al. 
(1992) argued that therapists should savor rather than question and inter- 
pret their own and their patients’ sense of pride and accomplishment and 
that such an approach may help to reinforce patients’ sense of mastery. 
This is in contrast to the practice of interpreting motives (e.g., Bostic et al., 
1996). Whether to question gently or simply acknowledge may depend on 
the therapists’ understanding of the realistic versus distorted basis for the 
feelings expressed. During this work of consolidation, the therapist needs 
to be especially alert to the possible reappearance of maladaptive interper- 
sonal patterns encapsulated in the initial formulation. 

The work of the termination phase essentially involves “looking back,” 
“looking forward,” and “saying goodbye” (Marx & Gelso, 1987, p. 7). Looking 
back encompasses a review and evaluation of the therapy. Questions that 
might be asked include, In what ways has the patient changed? What new 
understanding has been acquired? What changes are still hoped for? 
(Jacobs, 1989). Similarly, Bostic et al. (1996) suggested canvassing develop- 
ments in personal capacity to love and work, acceptance of self and capac- 
ity to observe the self and analyze situations, as well as changes in present- 
ing problems and their precipitants. In this final phase, the therapist should 
avoid disturbing the patient deeply and aim to preserve self-esteem. The 
person should leave with hope and an improved grasp on what has been 
the trouble (Sullivan, 1970). 

Looking forward involves aiming to consolidate the work done, to facili- 
tate internalization, and to anticipate challenges ahead. Feelings of sadness 
at the end need to be distinguished from return of depression, and relief 
(because the therapeutic work has in part been painful and disruptive) 
needs to be distinguished from wish to avoid intimacy in the relationship. 
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Further ups and downs in the course of life should be anticipated and spe- 
cial requests dealt with, for example, to plan a review session or to finalize 
a letter to the referrer. Teyber (2000) recommended that therapists ac- 
knowledge ways in which the therapy remains unfinished. The therapist 
may offer a plan for subsequent therapy contact if needed. In particular, if 
consolidation of some gains for the patient has not been achieved then fur- 
ther plans need to be put into place. In the process of saying goodbye, pa- 
tients share with the therapist their feelings about ending and about the 
therapy. Patients may also ask about how therapy works. The real relation- 
ship becomes apparent when the patient feels that he or she and the thera- 
pist are relating more like equals than at earlier times. The therapist and 
patient then undertake a formal leave-taking. 

Using their Termination Behavior Checklist, Marx and Gelso (1987) 
showed that a range of termination behaviors (e.g., setting a date for the fi- 
nal session and tapering off the frequency of the sessions) predictably oc- 
cur during the termination phase. However, none of the items were 
checked by more than 50% of the counselees in their study and some were 
checked by as few as 13%. This study was of personal-social counseling in a 
university setting and many counselees may simply have dropped out natu- 
rally and termination not come about in a planned manner. Even so, the 
proportion not checking the termination behaviors is a sobering reminder 
that these therapist behaviors need to be explicitly taught in psychother- 
apy training. 


SUMMARY AND CONCLUSIONS 


Ending therapy is generally considered a difficult time for therapist and pa- 
tient alike. Anxieties about ending can lead both therapist and patient to 
avoid the topic, thus resulting in a discrepancy between psychotherapy 
theory and actual practice. This is a precautionary alert for termination is- 
sues to be addressed openly and in a timely manner. Significant therapeutic 
gains can come from attention to both the real therapist-patient separation 
and the reevocation of past endings. Termination has traditionally been 
conceptualized as an experience of loss. However, this stance can overlook 
the processes of consolidation and internalization, which keep the therapy 
alive in the patient. 
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In 1963, Edelson described the question of termination as “... not how to 
get therapy stopped, or when to stop it, but how to terminate so that what 
has been happening keeps on ‘going’ inside of the patient” (p. 23). The prob- 
lem of termination, Edelson (1963) wrote, is not only one of helping the pa- 
tient to achieve independence; rather, it is a problem of “facilitating 
achievement, by the patient, of the ability to ‘hang on’ to the therapist” in 
the therapist’s physical absence, “in the form of a realistic intrapsychic rep- 
resentation ... which is conserved rather than destructively or vengefully 
abandoned following separation” (p. 23). 

This transformation of a relationship between patient and therapist, or 
self and object, in the external world of the treatment room into a relation- 
ship within the patient’s internal representational world occurs through a 
process of internalization (Atwood & Stolorow, 1980; Behrends & Blatt, 1985; 
Loewald, 1960). Through internalization, “the subject transforms real or 
imagined regulatory interactions with [the] environment, and real or imag- 
ined characteristics of [the] environment into inner regulations and charac- 
teristics” (Schafer, 1968, p. 9). An internalized representation of the thera- 
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pist, therefore, reflects the processes by which the interactions and 
relationship with the therapist in the external environment eventually be- 
come elements of the patient’s character or self. 

The processes of internalization and representation are regarded as fun- 
damental to psychological development at all points throughout the life 
span (e.g., Freud, 1917/1963; Loewald, 1962; Meissner, 1981; Schafer, 1968). 
They are also theorized to play a pivotal role with regard to therapeutic 
change, as patients use the person of the therapist as a new object (Beh- 
rends & Blatt, 1985; Loewald, 1960), thereby effecting changes in the self in 
relation to this new object. This creative use of the object, crucial to the 
earliest processes of self-formation (Summers, 1997), is equally necessary in 
the ongoing development, differentiation, and structuralization of the self 
(Loewald, 1960). 

Empirical investigation into the processes of internalization and represen- 
tation of the therapist offers a potential deepening of the interrelation be- 
tween current theories of therapeutic change and researchers’ ability to test 
and further develop this theoretical understanding, thereby integrating it 
with clinical practice. Although the hypothesis that psychotherapeutic 
change is mediated by the processes of internalization is widely accepted 
(Atwood & Stolorow, 1980; Horvath & Symonds, 1991; Loewald, 1960; Lubor- 
sky, 1984; Orlinsky, Geller, Tarragona, & Farber, 1993; Orlinsky & Howard, 
1986), there has been surprisingly little research, until recently, on the ways 
in which it occurs. In part, this is due to the fact that because patients’ repre- 
sentations of the therapist and of therapy “occur most noticeably outside 
therapy sessions, they have not been viewed as part of the therapeutic proc- 
ess; and since they are not overtly related to symptoms or explicitly involved 
in adaptive functioning, they have found no place in outcome research” 
(Orlinsky & Geller, 1994, p. 424). In other words, the clinical phenomena at- 
tributed great theoretical importance have yet to be widely embraced as po- 
tential areas of valid scientific inquiry. 

Additionally, the evaluation of therapeutic effects need not be restricted 
to the time of termination but should include follow-up after a significant 
time interval. Psychoanalytic writings indicate that the fate of the therapist 
representation and the psychological work patients engage in following ter- 
mination are critical in determining the extent to which the beneficial ef- 
fects of therapy endure following the cessation of formal meetings (Berg- 
mann, 1988; Bernard & Drob, 1989; Geller, 1987; Geller & Farber, 1993; 
Loewald, 1988). Although such follow-up is not routinely done, it is neces- 
sary if we define outcome in term of therapy’s lasting impact. 

Under ideal conditions, psychotherapy can be brought to a natural com- 
pletion. The issues of separation and mourning often present with the ter- 
mination of therapeutic relationships are experienced and shared and 
there is mutual agreement that a patient is ready to leave both the therapist 
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and the treatment. In actuality, many factors conspire to prevent a timely 
and mutual ending, including the often temporary nature of treatment at 
training clinics and the advent of managed care networks with their limited 
access to mental health services. Given the real constraints within which 
many treatments are conducted, this chapter aims to present an overview 
of recent research on factors (i.e., treatment length and manner of termina- 
tion) that may impact patients’ future consolidation of treatment gains. 


INTERNALIZATION AND REPRESENTATION: 
GENERAL CONCEPTS 


Two independent theoretical traditions, namely psychoanalysis and cogni- 
tive-developmental psychology (e.g., Bruner, 1964; Piaget, 1954; Vygotsky, 
1962), focus on the interrelated processes of representation and internaliza- 
tion. The “evolving approach to studying the construction, forms, and func- 
tions of patients’ representations of their therapy and therapists, is based 
on a selective integration of these two theoretical traditions” (Orlinsky & 
Geller, 1994, p. 425). A focus on the concepts of self-representation and ob- 
ject representation has become central to an increasing number of psycho- 
therapeutic schools and approaches. Whether referred to as “representa- 
tions” in psychodynamic theory, or as “schemas,” “scripts,” or “mental 
models” in more cognitive conceptualizations, these contents of experience 
are seen as templates that guide feelings and behavior and direct expecta- 
tions and interpretations of events. 

These self-representations and object representations are believed to 
develop simultaneously in an interactive dialectic as a result of differentiat- 
ing from and internalizing aspects of relationships with significant others 
(Atwood & Stolorow, 1980; Behrends & Blatt, 1985; Mahler, Pine, & Bergman, 
1975; Schafer, 1968). Inherent in every representation, therefore, is a sense 
of the self, the other, and the interrelationship (Blatt & Shichman, 1983; 
Stern, 1985). 

Beginning with Freud (1917/1963), this process of internalization has 
been theoretically linked with mourning, specifically with managing experi- 
ences of separation and loss through reconstructing lost objects internally. 
Mourning, wrote Loewald (1988), involves the “gradual relinquishment of a 
cherished relationship with another person and its internalization” (p. 156), 
meaning an “increasing dissolution of the relationship as one with an exter- 
nal object . . . leading to an absorption into the very fabric of the subject” (pp. 
156-157). In this way, termination and internalization are intimately related. 

The first step in the process of internalization has been viewed as the es- 
tablishment of a gratifying involvement with another person. The next step is 
the development within the patient of the need-gratifying functions of the re- 
lationship when they are disrupted through the inevitable “cleavages, rifts, 
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and discontinuities in interpersonal relationships that can instigate the proc- 
ess of internalization” (Behrends & Blatt, 1985, p. 21). This perspective places 
less emphasis on internalization as a means of mourning the loss of the ob- 
ject and redefines it as a means of maintaining the self’s coherence in light of 
the inevitable and required disruptions in human relationships. 

In the context of the therapeutic relationship, the significant interactions 
between patient and therapist-encompassing moments of closeness as 
well as experiences of empathic failure or discontinuity—can lead to 
changes in a patient’s internal representational world. These modifications 
in the very templates that guide feelings, expectations, interpretations of 
events, and behavior, illustrate the meaning of structural change in psycho- 
therapy and are discernible and measurable in an individual’s changing 
representations of others (or objects) and of self. 


INTERNAL REPRESENTATIONS AS INDICATORS 
OF THERAPEUTIC CHANGE 


Change in an individual’s internal representations has been seen as “one of 
several intrapsychic concomitants of successful treatment” (Kavanagh, 
1985, p. 547). Just as realistic and well-integrated internal representations 
play a crucial role in psychological health and adaptation, chaotic, static, 
underdeveloped, or distorted representations are significantly implicated 
in psychopathology. Although representations of self and other may be- 
come somewhat fixed as psychic structures, they are often amenable to 
modification through psychotherapy. Psychoanalytic theory credits such 
structural change to the patient’s internalization of the therapeutic relation- 
ship, which in turn effects change in the patient’s experience of self and 
resultant self-representation. This effect allows one to link “the study of pa- 
tients’ representations to the traditional domain of outcome research” (Or- 
linksy & Geller, 1994, p. 438). 

A number of approaches to empirically assessing internalized representa- 
tions have emerged in recent years as they are revealed in the content of re- 
sponses to various kinds of projective instruments; through the use of at- 
tachment theory to delineate different types of adult relational patterns; 
through a focus on the structural or formal qualities of the representation, as 
exemplified by the work of Blatt and colleagues (Bers, Blatt, Sayward, & 
Johnston, 1993; Blatt & Blass, 1990; Blatt, Wein, Chevron, & Quinlan, 1979; 
Blatt, Wiseman, Prince-Gibson, & Gatt, 1991; Diamond, Kaslow, Coonerty, & 
Blatt, 1990; Gruen & Blatt, 1990), evoked through written descriptions of self 
and significant others and with various dimensions of the narrative descrip- 
tions then scored using scales grounded in developmental theory (e.g., Blatt, 
Bers, & Schaffer, 1992; Blatt, Chevron, Quinlan, Schaffer, & Wein, 1992; Geller 
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et al., 1992); and through use of the Therapist Representation Inventory (TRI; 
Geller, Cooley, & Hartley, 1981-1982), a series of paper-and-pencil self-report 
measures that examines the forms and functions of patients’ internalized rep- 
resentations of their therapist and the therapeutic relationship. 

These approaches have been shown to provide important information 
about the “kinds of interpersonal relationship patterns to which individuals 
are predisposed and about the nature and severity of psychological distur- 
bance” (Geller et al., 1981-1982, p. 131). 

It is theorized that change in representations over the course of treat- 
ment is predicated on normative models of development. With progression 
of treatment, just as in earlier normative cognitive-developmental sequences, 
representations of self and other begin to have a clearer sense of bound- 
aries and separateness (Blatt, Wild, & Ritzler, 1975), more complete self- 
other differentiation (Blatt & Blass, 1990), and indications of a greater de- 
gree of empathic relatedness than at the beginning of treatment (Blatt et al., 
1991; Diamond et al., 1990). Indeed it has been empirically demonstrated 
that patients’ self-descriptions become less constricted and contain an in- 
creasing number of modes and dimensions (Bers et al., 1993), indicating the 
inclusion and integration of various components of the self-representation. 
Additionally, research has shown that patients’ self-descriptions, evaluated 
at intake and at termination from treatment, have demonstrated decreased 
self-criticism and harsh judgment directed at the self; at the same time, self- 
descriptions have become more benevolent, accepting, and caring, express- 
ing significantly more positive self-regard and self-esteem at time of termi- 
nation than at intake, prior to treatment (Arnold, Farber, & Geller, 2000). 

It is expected that such empirical changes will parallel independent 
measures of therapeutic change such as changes in symptoms and behav- 
ior. The question remains as to what degree these changes are maintained 
and even improved on in the absence of the therapeutic relationship, post- 
termination. 


“AFTERWORK” AND THE THERAPIST 
REPRESENTATION 


Termination is, ideally, an “organic outcome of the treatment process itself” 
(Loewald, 1988, p. 155). From the perspective of the processes of internal- 
ization, treatment can be considered optimal if the patient is capable of sus- 
taining aspects of the therapeutic dialogue posttermination. 
Internalization of the therapeutic dialogue, reflected in an increased ca- 
pacity for self-analysis and in an emerging ability to meet experiences with 
increased flexibility, engenders “mutual confidence” (Oremland, Blacker, & 
Norman, 1975, p. 820) in both therapist and patient that the process of psy- 
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chotherapy will continue after they stop physically meeting and working to- 
gether. This perspective was first expressed by Freud (1937/1963) in his be- 
lief that following termination of a successful analysis, the “processes of 
ego-transformation will go on of their own accord” and the patient will 
bring “new insight to bear” on all “subsequent experience” (p. 267). The for- 
mal termination of psychotherapy, therefore, does not and should not im- 
ply the cessation of the therapeutic process. 

The term afterwork (Bernard & Drob, 1989) refers to the psychological 
work that patients engage in posttermination. In what they describe as a hy- 
pothesis-generating investigation, Bernard and Drob interviewed patients 
(n= 10) 5 months to 7 years following termination from therapy. They found 
that what remained with former patients (n = 10) were enduring changes in 
perspective and an internalization of the processes patients associated 
with the overall therapy experience, such as imagining the types of ques- 
tions the therapist might ask and asking these questions of themselves. Pa- 
tients described an active quality to their memories of the therapist and the 
therapeutic relationship, which they continued to use in their day-to-day 
lives posttermination. These patients appeared to have integrated the ther- 
apeutic process into their own ways of being, experiencing it as a part of 
themselves rather than as still associated with the person with whom they 
first developed it. 

Internalization of the therapist and the therapeutic relationship seems to 
involve both cognitive, functional aspects (e.g., increased problem solving 
or analytic skills or both as a result of treatment), as well as affective com- 
ponents of the relationship, as patients internalize “in the sense of identify- 
ing with, the therapist’s benevolent feelings and attitudes” toward his or 
her self (Geller & Farber, 1993, p. 167). In expressing what seemed most crit- 
ical about their treatment experiences, former patients cited “incidents or 
exchanges which gave evidence of their therapists’ concern, commitment 
and acceptance ... the implication is that the sine qua non for effective 
therapy (at least as perceived by patients) is a high-quality relationship be- 
tween patient and therapist” (Bernard & Drob, 1989, p. 368). Research focus- 
ing on patients’ representations of their therapists and therapy is thus 
given a place of paramount importance in investigating the process of ther- 
apeutic change and in understanding treatment’s lasting impact. 


RESEARCH ON THERAPIST REPRESENTATION 


An ongoing research project (Arnold, 1998; Arnold et al., 2000; Barchat, 1989; 
Bender, 1996; Bender, Farber, & Geller, 1997; Farber & Geller, 1994; Geller et 
al., 1981-1982; Geller & Farber, 1993; Honig, 1989; Honig, Farber, & Geller, 
1997; Rosenzweig, Farber, & Geller, 1996; Wzontek, Geller, & Farber, 1995) is 
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investigating ways in which current and former patients “construct, retain, 
use, and relinquish different types of internalized representations of their 
therapists and the therapeutic relationship” (Geller & Farber, 1993, p. 166) 
in extratherapeutic situations, such as between psychotherapy sessions 
and posttermination. This investigation emphasizes therapy’s aftereffects 
engendered by patients’ ability to both consolidate and learn to use thera- 
peutic gains independent of the therapist’s physical presence. 

Two instruments have been developed to study patients’ internalized 
representations of the therapist. The Therapist Representation Inventory 
or TRI (Geller et al., 1981-1982) emphasizes the developmental complexity 
of patients’ representations, the sensory modalities evoked in forming 
them, and the functional value they serve for the patient, both during the 
treatment course and following termination. The Intersession Experience 
Questionnaire (Orlinsky & Tarragona, 1986) focuses on patients’ represen- 
tations between therapy sessions and was designed for repeated use over 
the course of ongoing treatment. The remainder of this chapter focuses on 
the TRI, as it can be used to investigate representations over the course of 
ongoing psychotherapy as well as long after treatment has formally ended. 

Orlinsky and Geller (1994) described how research into patients’ repre- 
sentations can be seen to constitute an important bridge between the tradi- 
tional domains of therapeutic process and outcome. These representations, 
for example, connect the direct experience of in-session therapeutic proc- 
ess to the patient’s subsequent personality and behavior in situations out- 
side of therapy. With regard to outcome variables, patients’ representa- 
tions in later stages of treatment may reflect a growing identification with 
the therapist’s knowledge, attitudes, and behavior, from which autonomous 
self-analytic functions may develop. 

Research with the TRI has yielded interesting distinctions between cur- 
rent and former patients (Geller et al., 1981-1982; Geller & Farber, 1993) and 
between genders (Farber & Geller, 1994; Honig, 1989) in terms of the thera- 
pist representation. It has also highlighted differences in the forms and 
functions of therapist representations associated with length of time in 
treatment (Bender et al., 1997; Geller & Farber, 1993; Rosenzweig et al., 1996) 
and self-perceived outcome (Geller et al., 1981-1982; Wzontek et al., 1995). 

The TRI is a set of three self-administered measures designed to investi- 
gate the content, forms, and functions of patients’ representations of their 
therapists and of the therapeutic relationship. First, the content of patients’ 
written descriptions of their therapists can be scored with Geller et al.’s 
(1992) or Blatt, Chevron, et al.’s (1992) scales (or both) for assessing narra- 
tive descriptions. 

Second, three forms of the therapist representation are assessed using a 
subscale of the TRI called the Therapist Embodiment scale (TES; Geller et 
al., 1981-1982): a Haptic form emphasizing kinesthetic and tactile-percep- 
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tual qualities of the representation (i.e., what it feels like to be in the room 
with the therapist); an Imagistic form composed essentially of visual images 
of the therapist; and a Conceptual form reflecting real or imagined conver- 
sations with the therapist (Geller et al., 1981-1982). These three factors, 
corresponding to Bruner’s (1964) delineation of representational form into 
“action,” “imagery,” and “language,” are thought to be “separable systems 
through which information about the world is processed and inner schemas 
of the world are constructed” (Geller et al., 1981-1982, p. 130). A more re- 
cent factor analysis validated three dimensions of patients’ formal repre- 
sentations that correspond closely to the initial factors. They have been 
termed Somatic, Imagistic, and Conversational-Conceptual (Schaffer & Gel- 
ler, 1995). 

Third, the Therapist Involvement scale (TIS; Schaffer & Geller, 1995), the 
third subscale of the TRI, assesses five functions of patients’ representa- 
tions of their therapists (Schaffer & Geller, 1995). Each function denotes a 
specific affective-interpersonal theme characterizing different aspects of 
the patient-therapist relationship. Factor 1, the Wish for Reciprocity, ex- 
presses preoccupation with the person of the therapist and the wish for a 
relationship that transcends the roles of therapist and patient. It is com- 
prised of 10 items such as “I wish I could be friends with my therapist,” and 
“I imagine our talking to each other outside of the therapy office.” Factor 2, 
Failure of Benign Internalization, is characterized by disappointment in the 
therapist and expectation that the therapist will be disapproving and the in- 
ability to use representations of the therapy relationship in situations out- 
side therapy. It comprises six items such as “I try not to think about my 
therapist,” and “In stressful situations, I don’t seem to be able to use what I 
previously used in therapy.” Factor 3, Longing for Gratifying Aspects of the 
Therapy Relationship, captures the essence of a positive transference. It re- 
flects the wish to use the therapeutic relationship as a model for other rela- 
tionships (e.g., “I wish more of my relationships were like the one with my 
therapist”), the wish to make the therapist proud, and the experiences of 
mourning the loss of the therapist in his or her absence. It contains six 
items. Factor 4, Continuing the Therapeutic Dialogue, reflects patients’ abil- 
ity to use the therapist representation in personal situations. It is made up 
of four items such as “When I am having a problem, | try to work it out with 
my therapist in mind.” Factor 5, Negative Involvement, is made up of only 
two items. These items reflect malevolent or persecutory images and the 
defense associated with them (e.g., “I imagine my therapist hurting me in 
some way”).The five functions were based on a factor analysis and corre- 
spond closely to the six factors of the original standardization study: Wish 
for Reciprocity, Failure of Benign Internalization, the Effort to Create a Ther- 
apist Introject, Mourning, Continuing the Therapeutic Dialogue, and Sexual 
and Aggressive Involvement (Geller et al., 1981-1982). 
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Geller et al.’s (1981-1982) initial standardization study was conducted with 
206 participants, psychotherapists themselves, in either current or previous 
treatment. All participants were found to evoke the forms and functions of 
therapist representation most often and experience it most vividly under 
conditions of needfulness, using the representation for help in mitigating 
painful feelings such as sadness, anxiety, depression, and guilt (forms and 
functions noted previously). Use of these representations was more frequent 
for patients in ongoing treatment as compared to those who had terminated. 
A smaller percentage of all patients, both current and former, brought their 
therapists to awareness when experiencing a need for relatedness, as in 
times of loneliness, alienation, or dealing with a sense of loss. 

Patients who described the most vivid representations also tended to be 
more involved with these representations, as demonstrated by a significant 
positive correlation between the TES and TIS portions of the TRI. They felt 
more satisfaction with their therapists and were more likely to feel they 
were being helped. The most characteristic function served by the thera- 
pist representation was in patients’ desire to identify with the therapist and 
gain the therapist’s approval. This was evident in frequently endorsed 
statements such as “I would like my therapist to be proud of me,” and “I try 
to solve my problems in the way my therapist and I worked on them in psy- 
chotherapy.” 

Using this same participant group, Geller and Farber (1993) explored fac- 
tors affecting the nature and use of therapist representations both be- 
tween sessions and after termination. They found that the greater the 
number of sessions attended, the greater the likelihood that patients will 
use representations of the therapist to continue the work of therapy fol- 
lowing termination. (Participants’ numbers of sessions ranged from 4 to 
2,000. The median number of sessions attended was 238; the mean was 
370.) They also found positive therapeutic outcome to be significantly as- 
sociated with representations that were primarily visual in nature and that 
reflected a wish to Continue the Therapeutic Dialogue. Patients who did not 
experience therapeutic improvement were most often those who failed to 
form a benign representation of the therapist. 

With the subsample of 66 patients currently in treatment in the afore- 
mentioned sample, Farber and Geller (1994) studied gender differences in 
the representation of the therapist. Their findings suggest that women were 
more likely than men to keep their therapist in mind (and for longer peri- 
ods of time) when working on problems outside of therapy. Additionally, 
they were more likely both to use these representations to plan for their 
next session and to miss their therapists between sessions. This finding 
was specific to female patients with male therapists. Men’s representations 
have been found to characteristically reflect the wish for a more egalitarian 
relationship with the therapist (Honig, 1989) regardless of therapist gender. 
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In the subsample of patients who were no longer in treatment, a feeling 
of satisfaction with their therapist and the belief that they had benefited 
from treatment was strongly associated with access to kinesthetic modes of 
representation. Additionally, there was a significant positive correlation be- 
tween self-perceived outcome and the TIS factor Mourning (which, in the 
new factor analysis, is subsumed within the factor Longing for Gratifying 
Aspects), reflecting experiences of the loss of the therapist. In contrast, cur- 
rent patients were higher on all functions of the TIS except this one. 

This finding was replicated in a study of 60 former psychotherapy pa- 
tients, 6 months to 5 years after termination (Wzontek et al., 1995). Partici- 
pants had been in individual treatments ranging from 6 months to 5 years, 
with a mean of slightly over 19 months. Wzontek et al. (1995) found that the 
highest TIS factor posttermination was Mourning. The next most highly en- 
dorsed factor was Continuing the Therapeutic Dialogue, reflecting patients’ 
use of the therapist representation following termination to continue the 
process of psychotherapy. Former patients’ use of the therapist representa- 
tion to continue the therapeutic dialogue was significantly correlated with 
their feelings of satisfaction with their therapists and their belief that treat- 
ment was helpful to them. Although Wzontek et al. found no significant dif- 
ferences in the forms or themes of therapist representation associated with 
either length of treatment or length of time since termination, they con- 
cluded that these nonsignificant findings may have resulted from the cross- 
sectional design employed: Data was collected at only one point in time, 
thereby obscuring longitudinal trends or change over time. 


MANNER OF TERMINATION 
AND ITS RELATIONSHIP TO OUTCOME 


The manner in which the therapeutic relationship is brought to a close 
would be expected to have a major influence on the degree to which gains 
are maintained and further growth promoted posttermination (Levinson, 
1977) and on the potential fate of the intrapsychic image of the therapist af- 
ter termination (Bergmann, 1988). 

Wzontek et al. (1995) explored the relationship between forms and func- 
tions of therapist representations using the TRI and former patients’ self- 
reported reasons for termination (i.e., “therapist left,” “problem had been 
solved,” “ambivalence or unhappiness regarding the treatment,” and “exter- 
nal reasons such as relocation or financial difficulty”). Participants were re- 
cruited from a mental health clinic affiliated with a graduate program in 
clinical psychology. Patients currently in treatment who had been in psy- 
choanalysis or who had been hospitalized for psychiatric reasons were ex- 


14. TERMINATION AND INTERNALIZATION 299 


cluded from the study. Those who met the criteria were mailed question- 
naires and a cover letter. 

Wzontek et al. (1995) found differences in the functional themes charac- 
terizing the representations of the four groups differing in self-reported rea- 
sons for termination. Although no two groups differed statistically on any 
one function, these findings suggest that patients who left therapy for differ- 
ent reasons did in fact use their image of the therapist in different ways. 
The “therapist left” group tended to score higher on each of the six func- 
tions, suggesting that patients whose therapy was ended prematurely and 
who felt positively about their experiences in therapy were more involved 
with their images of the therapist following termination. Endings due to the 
patient’s “ambivalence/unhappiness” or “relocation/financial” were corre- 
lated with lower function scores, suggesting that patients who ended their 
own treatments prematurely were characterized by lesser degrees of affec- 
tive involvement. 

Arnold (1998) investigated manner of termination and its potential im- 
pact on long-term outcome. She investigated longitudinal changes in repre- 
sentations of both self and therapist by examining data at two points in 
time: at termination from weekly treatment (Time 1) and again at a follow- 
up point, an average of 9 years posttermination (Time 2). The manner of ter- 
mination was defined in three possible ways: “mutual agreement between 
you and your therapist,” “your discontinuation of therapy,” or “therapist’s 
discontinuation of therapy,” with the last being the forced termination. 
Only half of the patients who described their terminations as forced at Time 
1 agreed to be included in the follow-up phase of the study. In contrast, 70% 
of those patients who left treatment on their own initiative and 79% of those 
who described their termination as mutual at Time 1 agreed to participate 
at Time 2. 

Of the patients who described their termination as forced, use of the 
Haptic form of the therapist representation was a distinctive characteristic 
at Time 1. This TRI form emphasizes the kinesthetic qualities of the repre- 
sentation (i.e., what it feels like to be in the room with the therapist). This 
particular subgroup made significantly greater use of this form than other 
patients, as if trying to hold onto the therapist in a uniquely bodily or kines- 
thetic way. This correlation was no longer evident at follow-up, most likely 
due to the fading strength of the Haptic or kinesthetic form over time. 

In terms of symptomatology at Time 2, patients who described their ter- 
mination as forced were significantly higher than other patients on Inter- 
personal Sensitivity, a dimension measured by the Symptom Checklist- 
90-Revised (Derogatis, 1983), which is a widely used symptom checklist. 
This symptom dimension is characterized by agreement with such state- 
ments as “feeling others do not understand you or are unsympathetic,” 
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“feeling inferior to others,” “feeling that people are unfriendly or dislike 
you,” and “feeling critical of others.” 

It is entirely possible that patients with a ready propensity for interper- 
sonal sensitivity might define their termination as forced when other pa- 
tients would not. If, based on therapist training requirements, a time-limited 
treatment is understood from the start, some patients might later define 
this as a mutual ending, whereas others might conceptualize the experi- 
ence as one of being left. It is equally likely, however, that a unilateral, po- 
tentially unresolved termination may really leave some patients with some 
sense of inferiority and damage. The association found here, between forced 
termination and heightened interpersonal sensitivity, clearly suggests the 
need for further study. It highlights potentially iatrogenic effects inherent in 
certain models of termination, suggesting that the manner in which treat- 
ment is brought to a close may indeed be crucial to long-term outcome. 


ENDURING QUALITIES OF THE THERAPIST 
REPRESENTATION 


What is the fate of the therapist representation? What qualities endure over 
time? The following findings (Arnold, 1998) focus on the period of time be- 
tween patients’ formal termination from psychotherapy and a research fol- 
low-up an average of 9 years later. The mean treatment length was 45.7 ses- 
sions, with a range from 7 to 193 sessions, though length of treatment did 
not prove to be a variable with significant effect. 

The thematic structural dimensions of the therapist representation, ex- 
pressed through the content of written descriptions of the therapist, stayed 
fairly constant in the years between termination and follow-up. Descrip- 
tions at both points in time suggest that patients kept their awareness of 
the therapist at the level of observable behaviors, primarily describing ac- 
tions the therapist engaged in and statements made. It was uncharacteris- 
tic, on average, for patients to tie these observations to potential motiva- 
tions or other aspects of the therapist’s internal world, such as imagining 
what the therapist might think or feel about them. Additionally, it was rare 
for patients to describe the therapist as a person existing and changing 
over time, although this dimension increased slightly between termination 
and follow-up. Rather, the contents of the therapist description at termina- 
tion and follow-up seemed to illustrate that the structural qualities of the 
object were preserved as constant and predominantly unchanged for the 
patient group as a whole. 

Differences were found between the enduring, relatively unchanging na- 
ture of the structural qualities of the therapist representation as described 
previously and the fate of its more sensory forms. These differences lend 
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support to the delineation of the therapist representation into three separa- 
ble systems (Bruner, 1964; Geller et al., 1981-1982) through which individu- 
als encode and retain information about the external world. Although all 
three forms of the representation, Imagistic, Haptic, and Conceptual, were 
characteristic to some degree at termination, these qualities of the thera- 
pist representation were found to fade significantly over time. Imagistic, 
Haptic, and Conceptual forms of representation, primarily dependent on 
sensory modalities in their creation, seem dependent on this source of in- 
formation for their continued maintenance over time. The most profound 
dissipation over time was seen in the Haptic form, the bodily, kinesthetic, 
and emotional experience of what it had felt like to be with the therapist. 


DESCRIPTIONS OF SELF AND THERAPIST 
IN RELATION TO OUTCOME (SUCCESSFUL 
INTERNALIZATION VS. “FAILURE 

OF BENIGN INTERNALIZATION”) 


For the majority of participants, self-representation continued to undergo 
progressive, statistically significant growth in the time period between ter- 
mination and follow-up (Arnold, 1998). Patients (n = 28) presented an in- 
creasingly multidimensional view of themselves, describing multiple per- 
sonal and professional roles and the challenges inherent in attempting to 
move flexibly between them. Expressions of internal, emotional experi- 
ences increased, with former patients reacting to the ongoing events and 
situations of their lives with pride, frustration, sadness, and hope, as well as 
with an increased awareness of time as a context in which their growth and 
change occur. At follow-up, a majority of participants evidenced an attitude 
of increased tolerance and benevolence toward themselves and expressed 
greater satisfaction with their interpersonal relationships. 

At follow-up, a number of the dimensions of self-description were found 
to be significantly correlated with a dimension used in the assessment of 
therapist descriptions. This dimension, termed De-Illusionment (Geller et al., 
1992), assesses one’s capacity to constructively cope with the inevitable 
flaws, contradictions, and disappointments inherent in another—in this case 
in the therapist or the therapeutic relationship. In contrast to disillusion- 
ment, which is often characterized by rage or despair, De-Illusionment con- 
veys “an attitude of understanding and forgiveness, at times even ap- 
proaching a contemplative appreciation of the universality of imperfection 
and conflict” (Geller et al., 1992). Elevated scores on this dimension indicate 
an ongoing, active struggle to balance the positive aspects of the former 
therapist with negative ones (e.g., a therapist’s often frustrating silence or 
lack of reciprocal sharing). For this sample of former patients, the continu- 
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ing attempt to integrate and balance aspects of the therapist representation 
was significantly and positively correlated with their own experience of sat- 
isfaction in relationships with others and with their increasing experience 
of self as existing in and changing over time (Arnold, 1998). 

Enduring positive feelings for the therapist, seen in the majority of for- 
mer patients’ written descriptions characterizing the therapist as a positive 
ideal or role model at follow-up, was associated with a distinct function of 
the enduring therapist representation (Arnold, 1998). The relationship be- 
tween continued positive regard for the therapist and the use of the thera- 
pist representation for purposes of continuing the therapeutic dialogue, 
approached significance and is worthy of mention. Continuation of the ther- 
apeutic dialogue suggests that patients are using the representation “as a 
means of sustaining the work of therapy in the physical absence of the ther- 
apist” (Geller et al., 1981-1982, p. 142). This function has been repeatedly 
linked with patients’ feelings of satisfaction with their therapists and their 
belief that therapy has been helpful to them (Geller et al., 1981-1982; Geller 
& Farber, 1993; Wzontek et al., 1995). The posttermination research findings 
support these studies in again highlighting an enduring function of success- 
ful internalization while additionally linking it to a specific structural or con- 
tent dimension of the therapist description, namely a positive affective 
bond with the therapist. 

Positive regard for the therapist’s human, fallible qualities appears to 
be linked to a lasting, useful, beneficial, and accessible internalization of 
the therapeutic relationship. Conversely, unresolved negative feelings 
about the therapist as assessed through written descriptions of the thera- 
pist appear to be significantly correlated with the failure to achieve a co- 
hesive, beneficial, and enduring internal representation. TIS statements 
such as “I feel as though I were never in therapy,” “I don’t remember very 
much of what my therapist said in our talks together,” or “I think my thera- 
pist would be disapproving of me,” indicate the characteristic difficulty 
some patients have in forming and using constructive representations of 
the therapeutic relationship. The distinct factors of the TIS appear to be 
useful in separating distinct subgroups of patients, as an elevated score 
on the factor Failure of Benign Internalization is in fact characteristic of 
patients with negative outcomes. 

This failure of benign internalization, already associated with a nega- 
tive view of the therapist, was also significantly linked with expressions of 
disappointment in one’s self and a more general sense of failure in one’s 
relationships with others (Arnold, 1998). Certain self-descriptions col- 
lected at follow-up illustrate this link between a negative therapist intro- 
ject, a negative appraisal of self, and generally poor quality interpersonal 
relationships. As one patient wrote, “I am uncomfortable in many situa- 
tions. Feelings of inferiority dominate my life. I have never been able to ac- 
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quire a useful therapist-client relationship. I often wish I could live my life 
over again.” 

Failure of benign internalization can be regarded as a negative outcome 
measure and in fact has been found to have significant negative correlation 
with self-perceived outcome in therapy (Geller & Farber, 1993; Wzontek et 
al., 1995). Links between Failure of Benign Internalization and certain long- 
standing personality attributes were reported by Bender (1996). She found 
that the more patients manifested aspects of avoidant, dependent, pas- 
sive-aggressive, self-defeating, and schizotypal character styles, the greater 
the likelihood that these patients would be unable to internalize helpful as- 
pects of the therapy relationship. 

The specific symptom dimensions of many of these character patholo- 
gies, often manifested by patients in terms of characteristic thoughts and 
feelings, have also been examined (Arnold, 1998). Failure of Benign Internal- 
ization was found to be significantly and positively correlated with numer- 
ous Symptom Checklist-90-Revised symptom dimensions such as Obses- 
sive-Compulsive (e.g., “repeated unpleasant thoughts that won’t leave your 
mind”), Interpersonal Sensitivity (e.g., “feeling that others do not under- 
stand you or are unsympathetic”), and Depression (e.g., “feelings of worth- 
lessness”). The inability to internalize a positive, soothing representation of 
another was found to be significantly associated with heightened physical 
and psychological distress. 

Psychotherapy effectively alters “inner psychic structure ... to the ex- 
tent that [it] maximize[s] the conditions allowing for the creation of ‘be- 
nignly influential’ and enduring subjective representations of the therapy 
relationship” (Geller et al., 1981-1982, p. 127). The failure to create a benign 
internalization may emanate from a patient’s fixed and negatively tinged in- 
ternal representational world, from the vantage point of which it is difficult 
to experience, extract, and internalize positive aspects of relationships with 
new others in the external world. Meeting new experiences with rigid per- 
ceptual structures is characteristic of numerous clinical disorders and is 
problematic particularly for their self-perpetuating nature. Alternatively, 
however, the failure to create a benign internalization may be the result of 
the therapist’s failure to maximize the conditions allowing for such an inter- 
nalization to occur. 

Rather than concluding that psychotherapy does not work for seemingly 
intractable character difficulties, it is expected, perhaps optimistically, that 
persistent, long-term focus on the specific representational world of the pa- 
tient—in terms of transference, in psychodynamic terms, or schema modifi- 
cation, in more cognitive terms—could have some result. This emphasizes 
the importance of the therapist’s role in focusing treatment. It addresses 
the clinical importance of using assessment measures focused on aspects 
of outcome more precise than general symptom reduction as well. 
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CLINICAL SIGNIFICANCE OF RESEARCH 
ON REPRESENTATIONAL CHANGE 


This chapter focuses on termination and on the process of internalization 
in psychotherapy as a potential vehicle for long-term change. In this regard, 
its purpose has been to explore the aspects of the therapeutic relationship 
that can be emotionally and functionally portable for patients as they move 
onward into their lives, independent of their therapists, following termina- 
tion. The idea of portability suggests movement from one place to another. 
The process of internalization embodies this type of psychological move- 
ment, whereas the process of termination from the treatment relationship 
necessitates it. 

Termination, like other endings or losses of relationship, forces an indi- 
vidual to “repair, modify, expand, or intensify preexisting internalizations” 
of the lost or absent object to hold onto a “sense of inner connection and 
meaningful relation to that object, and to maintain this connection over 
time” (Gaines, 1997, p. 550). Distinct from mapping the process of represen- 
tational change over the course of an ongoing therapeutic relationship, 
studying former patients who are independent of the physical presence of 
their former therapists places us firmly within their internal representa- 
tional worlds. This vantage point allows unique access to those facets of 
the original relationship that have endured the transformation, from a rela- 
tionship in the external world into a meaningful inner relationship. 

The research presented here indicates that a majority of patients en- 
gage in some form of psychological afterwork following their termination 
from treatment. They continue to use representations of their therapist 
and the therapeutic relationship, although the nature of their engagement 
with these representations changes. Different structural and formal di- 
mensions (forms of the therapist representation) appear to be created 
and maintained in differing ways, with the structural aspects of the thera- 
pist representation remaining constant through time as the more sensory 
dimensions fade. 

It is notable that patients’ characterization of the therapist as a positive 
presence is positively correlated with their use of the therapist representa- 
tion for purposes of continuing the therapeutic dialogue. Positive regard for 
the therapist is significantly, negatively correlated with the failure of benign 
internalization as well. 

When the condition of positive involvement is not met and the patient 
does not form a satisfying affective bond with the therapist, there appears 
to be no impetus to internalize the therapist’s functions. In this sense, the 
perception of the therapist as a negative or ineffectual other is directly re- 
lated to the failure to internalize as well as to negative therapeutic out- 
come. One’s negative perception of the therapist is often a function of a 
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fixed internal representational world (although it may also indicate a realis- 
tic perception of an ineffectual clinician). The ability to hold on to an experi- 
ence of the therapist as a trustworthy other, even in times of substantial 
therapeutic conflict and negative emotion, is a necessary precondition for 
effective treatment. 

These findings highlight the dual nature of the conditions necessary for 
therapeutic change. Effective treatment seems to be a function of internal- 
ization of the therapist’s sensitivity to and acceptance of the patient, as well 
as internalization of the functions provided by the therapist within the con- 
text of the relationship itself. Internalization of the therapist’s functions is 
discerned through patients’ ability to continue the kind of dialogue charac- 
teristic of therapy in the therapist’s absence. This function, initially pro- 
vided to the patient by the therapist, is done within the context of a specific 
type of relationship. It appears that the internalization of aspects of the re- 
lationship itself, specifically of the therapist’s benevolent attitude toward 
the patient, provides the context for internalization of function. 

The human qualities of the therapist, seen in the degree to which the 
therapist is regarded as a positive ideal, are associated with the degree to 
which the therapeutic dialogue is continued internally following termina- 
tion. This directs our focus to the quality and nature of the patient-thera- 
pist relationship itself as the locus of change. It emphasizes the value of 
measures such as the TRI, which direct a spotlight onto the internal arena. 
This is necessary in the ability to link theories of therapeutic change with 
empirical testing of these theories. One only internalizes in the absence of 
that which will be internalized. Thus, the notion of psychotherapy process 
of necessity includes extrasession exploration and, specifically, the assess- 
ment of long-term effects posttermination. 


The reader might like to consider writing a description of your own ther- 
apist. Consider how you might characterize the affective tone of your de- 
scription. What functions might your therapist representation serve? Under 
what conditions might you find yourself thinking about your therapist? 
What important differences might you expect from brief versus long-term 
psychotherapy? What might account for the lack of distinction between 
brief and long-term treatments in terms of the therapist representation? 
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The purpose of learning and practicing brief dynamic psychotherapy is to 
help people to improve their psychological functioning and make meaning- 
ful changes in their lives in a timely manner. How to most effectively evalu- 
ate the nature and degree of change that has occurred as a result of ther- 
apy is an important question for both therapists and researchers alike. It is 
no surprise to students and more seasoned psychotherapy practitioners 
that there is an increasing emphasis on the use of short-term psycho- 
therapies, including brief dynamic psychotherapy (BDP), stemming from 
growing expectations from third-party payers, government agencies, and 
professional organizations for greater therapist accountability and demon- 
stration of psychotherapeutic cost-effectiveness. To meet these demands, 
the systematic evaluation of psychotherapy outcomes is essential. Findings 
from outcome studies not only provide evidence regarding the effective- 
ness of therapy but also generate valuable information that can be used to 
improve and refine the treatment being offered. 

Psychotherapy outcome studies have traditionally been conducted by 
investigators working in academic or research settings. More recently there 
has been an emphasis on studying therapy outcomes in routine clinical 
practice (Clement, 1996; Kazdin, 1996; Lambert, Hansen, & Finch, 2001), in- 
cluding outcome evaluation conducted by individual practitioners (Asay, 
Lambert, Gregersen, & Goates, 2002). In this chapter, we briefly review cur- 
rent approaches to evaluating treatment outcome and the results of se- 
lected outcome studies relevant to BDP. In addition, the use of patient- 
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focused research to evaluate patient change is discussed with an emphasis 
on how this method can be used in routine clinical practice. Finally, an ex- 
ample of the use of this methodology to track patient progress and out- 
come by a psychodynamically oriented private practitioner is presented. 


APPROACHES TO EVALUATING PSYCHOTHERAPY 
OUTCOME 


The evaluation of psychotherapy outcomes has historically been con- 
ducted using a clinical trials methodology in which a sample of homoge- 
neous patients are treated with a specific type of psychotherapy and then 
compared to a sample of similar patients who received a competing treat- 
ment, no treatment, or placebo. The emphasis of this efficacy research is on 
measuring the response of patients to a specific treatment in highly con- 
trolled experimental conditions. Results of this research has revealed that 
many types of psychotherapy are effective and, in general, one form of psy- 
chotherapy has not been shown to be consistently superior to another 
(Lambert & Bergin, 1994; Smith, Glass, & Miller, 1980). The effectiveness of 
psychoanalytic and psychodynamic psychotherapies has been specifically 
evaluated in large-scale meta-analytic studies of psychotherapy outcome. 
For example, Smith et al. (1980) reported average effect sizes (ESs) of .85 for 
psychotherapy in general (meaning that at the end of treatment the aver- 
age person is doing better than 80% of those who did not receive treat- 
ment), .69 for psychoanalytic and Freudian therapies, and .89 for dynamic- 
eclectic therapies. Andrews and Harvey (1981) analyzed a subset of the 
Smith et al. (1980) data that focused on neurotic disorders and reported 
that dynamic therapies and psychotherapy in general produced average 
ESs of .72. The results of these reviews indicate that psychodynamic psy- 
chotherapy is more effective than no treatment and is just as effective as 
other forms of therapy. 

The efficacy of BDP or short-term dynamic psychotherapy (STDP) has 
also been evaluated using meta-analytic techniques to summarize the re- 
sults of outcome studies. In a meta-analysis of 19 comparative studies, 
Svartberg and Stiles (1991) reported a small average ES (.16) for STDP. They 
also found that at 6 months STDP was no more effective than a no- 
treatment waiting list and was significantly less effective than the alterna- 
tive treatment to which it was compared. This latter finding was consistent 
at 1-year follow-up. In contrast to these results, Crits-Christoph (1992) re- 
viewed 11 studies of STDP and reported an average ES of 1.10 in target 
symptoms, .82 in general symptoms, and .81 in the area of social adjust- 
ment. Crits-Christoph concluded that there were no significant differences 
between STDP and other forms of psychotherapy. The differing results of 
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these two reviews are likely to be due primarily to methodological differ- 
ences in the way the meta-analyses were conducted. Specifically, there was 
little overlap of studies reviewed most likely because Crits-Christoph only 
included studies that employed treatment manuals, used experienced ther- 
apists who were trained in STDP, and restricted his analysis to particular 
outcome measures. 

In an attempt to shed additional light on the question of the efficacy of 
STDP, Anderson and Lambert (1995) conducted an updated meta-analysis 
of 26 studies of STDP with results indicating an ES of .71 in comparison to 
no treatment, .34 in comparison to minimal treatments, and no differential 
effectiveness in relation to alternative treatments. The authors concluded 
that STDP was not superior or inferior to other forms of psychotherapy. 

The aforementioned studies not only provide empirical evidence for the 
effectiveness of STDP but highlight current methods and approaches to re- 
viewing efficacy studies of psychotherapy outcome. Although efficacy re- 
search strives to conform to strict scientific guidelines, it has been criti- 
cized for often being irrelevant to actual clinical practice (Seligman, 1995). 

Another type of psychotherapy outcome research concerns itself with 
evaluating treatment effectiveness in naturalistic settings. This effective- 
ness research (Seligman, 1995) seeks to understand patient change in psy- 
chotherapy as it is delivered in day-to-day clinical practice. Hence, tradi- 
tional experimental conditions, such as randomization of participants and 
the use of control groups, do not apply. Results from one large-scale psy- 
chotherapy effectiveness study, the Consumer Reports study, were reported 
by Seligman (1995). In this study, data from a survey of Consumer Reports 
readers who had received treatment from a mental health professional (n = 
2,900) were analyzed with results revealing that the majority of individuals 
who received treatment were doing better (87% to 92% reported feeling ei- 
ther very good, good, or so-so) at the time of the survey. In addition, no spe- 
cific therapeutic modality performed better than any other for any prob- 
lem, and people involved in long-term therapy improved more than those in 
short-term therapy. 

In another example of effectiveness research, Freedman, Hoffenberg, 
Vorus, and Frosch (1999) evaluated the outcome of patients treated with tra- 
ditional, long-term psychoanalytic psychotherapy in a community-oriented 
mental health center. Outcome was assessed using the Effectiveness Ques- 
tionnaire, a measure adapted from the previously mentioned Consumer Re- 
ports study. The investigators reported that better treatment outcome was 
associated with longer treatment duration (e.g., patients who received 7-24 
months of therapy did better than those who received 6 months or less) 
and greater session frequency (e.g., patients who received two or three ses- 
sions per week did better than those who were seen weekly). The advan- 
tage of effectiveness research over efficacy studies is that it is easier to gen- 


312 LAMBERT AND ASAY 


eralize to actual clinical practice. However, it has been criticized because of 
a lack of experimental controls and the lengthy time required before results 
can be passed on to practitioners (Lambert, Hansen, & Finch, 2001). 


PATIENT-FOCUSED RESEARCH 
AND PSYCHOTHERAPY OUTCOME 


In addition to efficacy and effectiveness studies, a third psychotherapy re- 
search paradigm has recently emerged in the study of treatment outcomes. 
Introduced by Howard, Moras, Brill, Martinovich, and Lutz (1996), patient- 
focused research is aimed at monitoring an individual patient’s progress 
over the course of therapy. Whereas efficacy and effectiveness studies focus 
on the average response of groups of patients to treatment in either con- 
trolled or naturalistic settings, patient-focused research attempts to answer 
the question, “Is this treatment working for this patient?” The information ob- 
tained can serve as valuable feedback to the practitioner, supervisor, or case 
manager who can make attendant treatment modifications in real time. This 
type of research is well suited to answering questions and addressing con- 
cerns of direct interest to the therapist because it focuses specifically on the 
ongoing treatment and progress of the individual patient. 

Patient-focused research has received increasing attention in the profes- 
sional literature as researchers and clinicians are looking more at the im- 
portance of assessing the outcomes of individual patients in routine clinical 
practice (Asay et al., 2002; Kazdin, 1996; Lambert, Hansen, & Finch, 2001). 
Accordingly, there is a growing body of research highlighting both the prac- 
ticality and utility of this approach in clinical settings. For example, one 
type of patient-focused research attempts to assess the relation between 
the number of sessions received and the degree of patient improvement. 
This dose-response relation research is concerned with how much therapy 
is required to produce meaningful change. In a pioneering investigation, 
Howard, Kopta, Krause, and Orlinsky (1986) examined this issue in a study 
that used probit analysis to estimate recovery on a session-to-session basis. 
This analysis revealed very rapid improvement in the initial phase of treat- 
ment followed by smaller gains as the treatment progressed. It was also 
found that 53% of patients received a satisfactory benefit in just eight ses- 
sions. One shortcoming of this study, however, was that patient improve- 
ment was evaluated using pre-post estimates of change rather than ses- 
sion-by-session ratings of improvement. Kopta, Howard, Lowery, and 
Beutler (1994) also studied the dose-response effect using a sample of 854 
clients suffering primarily from depression and anxiety. Therapists were 
141 psychologists, psychiatrists, social workers, and trainees, and client 
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change was assessed using an 18-item subset of the Symptom Checklist- 
90-Revised (Derogatis, 1983) items administered at several points during 
the course of treatment. Results revealed that patients with acute symp- 
toms required 5 sessions, those with chronic symptoms required 14 ses- 
sions, and those with characterological symptoms required 104 sessions for 
50% to receive clinically significant change. 

In a similar study, Kadera, Lambert, and Andrews (1996) evaluated the 
course of 64 clients treated by trainees in a university outpatient clinic. Cli- 
ents were suffering primarily from anxiety and depression and treatment 
progress was assessed weekly using the Outcome Questionnaire-45 (OQ- 
45; Lambert et al., 1996). Results revealed that 50% of clients were estimated 
to have attained clinically significant change by the 6th session and 75% by 
the 26th session. This study was replicated by Anderson and Lambert 
(2001) who combined the samples from both studies and found that 50% of 
patients needed 13 sessions of therapy before reaching criteria for clinically 
significant change. To reach a lesser standard of improvement (reliable 
change), 50% of clients needed 10 sessions and 75% of clients required 17 
sessions. Using much larger and more diverse patient samples, Lambert, 
Hansen, and Finch (2001) reported that 50% of patients could be expected 
to reach clinically significant change following 21 sessions of therapy and 
75% would be expected to reach this level after 45 sessions. Using the stan- 
dard of reliable change, 50% of patients were estimated to improve after 7 
sessions and 75% following 14 sessions. 

The dose-response relation (i.e., the number of sessions necessary for a 
meaningful change to occur) has recently been expanded through the de- 
velopment of expected recovery curves and patient profiling (Howard et al., 
1996; Lambert, Hansen, & Finch, 2001). These methods allow comparisons 
to be made between a particular individual’s treatment progress and the 
rate and type of change that would be expected given his or her status on 
certain pretreatment variables such as initial distress levels. Patients who 
are not responding as expected to treatment can then be identified and the 
information used to make decisions about changes in the treatment ap- 
proach. Lambert, Whipple, et al. (2001) described a system of coding pa- 
tient progress and the positive effects of providing timely feedback to ther- 
apists regarding patients not responding well to treatment. 

These examples of patient-focused research demonstrate the value of 
this method in assessing how much therapy is required to help patients 
change and how therapy progress can be monitored, leading to helpful 
changes in the treatment approach when necessary. This type of research 
is complimentary to efficacy and effectiveness studies and adds another im- 
portant dimension to evaluating outcomes that can enhance clinicians’ 
knowledge and improve methods of studying patient change. 
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In efficacy and effectiveness studies, the focus is generally on observing sta- 
tistically significant differences between groups of individuals following 
treatment (e.g., between a treatment group and a control group). One prob- 
lem with this methodology, however, is that statistically significant im- 
provement does not necessarily translate into practical and meaningful im- 
provements for the individual patient. For example, in psychotherapy 
outcome studies, statistically significant differences between treated and 
untreated groups may have very little practical significance in actual pa- 
tient functioning. One advantage of patient-focused research is that it meas- 
ures noticeable and clinically relevant changes that occur within each indi- 
vidual patient. It is, therefore, essential to have a clear definition of what 
constitutes significant change and a standard method of classifying the de- 
gree of change in each patient. The operationalizing of clinically significant 
change is central to patient-focused research because tracking patient re- 
sponses to treatment requires a marker to make decisions about the degree 
of improvement (or deterioration) and whether continued treatment, a 
modified treatment approach, or termination would be in the best interest 
of the individual patient. 

Although various methods have been proposed for measuring meaning- 
ful change (e.g., Kendall, 1999), the most commonly accepted method is the 
two-step marker proposed by Jacobson and Truax (1991). They opera- 
tionalized clinically significant change as 


1. Patient movement from the ranks of the dysfunctional into the ranks of 
the functional (based on normative comparisons). 

2. Movement so large that it was not likely to be the result of measure- 
ment error (reliable change). 


Patients who meet both criteria are classified as having reached clinically 
significant change or “recovery.” Those whose change is reliable (meeting 
criteria only for the aforementioned Marker 2) are considered to be im- 
proved but not clinically significantly improved. An example of how clini- 
cally significant change is operationalized in patient-focused research is 
presented later in this chapter. 


PATIENT-FOCUSED RESEARCH 
IN PRIVATE PRACTICE 


In the studies cited previously, patient-focused research methods were 
used to evaluate the outcomes of large numbers of patients seen by multi- 
ple therapists using varying treatment methods. Although this is clearly a 
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welcome addition to traditional psychotherapy research, an added value of 
patient-focused research is that it can be used by individual therapists to 
track patient progress and evaluate therapeutic outcomes. Currently, the 
vast majority of practitioners do not conduct any type of systematic or sci- 
entific evaluation of their own treatment effectiveness even though there 
have been several models proposed for conducting outcome research in 
private practice (Clement, 1996). There are many reasons for this including 
lack of funding, time constraints, lack of reinforcements for research activi- 
ties, client resistance, lack of skill in research design and analysis, and re- 
sistance from therapists to looking at their own effectiveness (Clement, 
1996; Morrison, 1984). At the same time, there are advantages for therapists 
to engage in outcome evaluation, such as enhancing treatment effective- 
ness, increasing patient satisfaction, and meeting the demands of third- 
party payers, professional organizations, and others for empirical demon- 
stration of treatment effectiveness. 

As an example of how patient-focused research methods can be utilized 
by private practitioners, we summarize the results of a study conducted by 
an individual psychologist in private practice (Asay et al., 2002) in which a 
particular type of patient-focused methodology, the dose-response relation, 
was used to track patient progress and outcome. 

In the Asay et al. (2002) study, 29 adults and 40 youth (children and ado- 
lescents ages 5 to 17) were treated by a clinical psychologist in private prac- 
tice. The adult patients were suffering primarily from mood and anxiety dis- 
orders and a majority (66%) also carried a personality disorder diagnosis. 
The children and adolescent patients were diagnosed with mood, anxiety, 
behavioral, and adjustment disorders with 13% diagnosed with personality 
disorders. The therapist had been in private practice for 14 years and was 
psychodynamically oriented, although other approaches and techniques 
(e.g., cognitive, behavioral, and family systems) were integrated and util- 
ized as needed, particularly with the child and adolescent cases. 

Patient progress was measured using the OQ-45 (Lambert et al., 1996) 
and the Youth Outcome Questionnaire (YOQ; Burlingame, Wells, & Lam- 
bert, 1996). The OQ-45 is a 45-item self-report questionnaire that measures 
three broad aspects of patient functioning: subjective discomfort, interper- 
sonal relationships, and social role performance. The OQ-45 provides three 
subscale scores and a total score. The total score, which is a global assess- 
ment of patient functioning, was used in Asay et al. (2002). The YOQ is a 64- 
item parent report measure of treatment progress for children and adoles- 
cents receiving mental health treatment and provides six subscale scores 
and a total score, which is a measure of global functioning. As with the 
OQ-45, the total score was used in this study. Participants were asked to fill 
out an OQ-45 or YOQ before each session for the duration of treatment or 
until the study ended, whichever came first. The 0Q-45 or YOQ that was 
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administered before the first session served as the patient’s baseline score. 
OQ-45 and YOQ data obtained before the second session reflected the ef- 
fects of one session of therapy, data obtained before the third session re- 
flected the effects of two sessions, and so forth. 

Patient improvement in treatment was determined by using OQ-45 and 
YOQ cutoff scores for reliable change (RC) and clinically significant change 
(CS) based on recommendations by Jacobson and Truax (1991). RC, or im- 
provement, occurred when patient scores on the OQ-45 changed by 14 
points (13 points for the YOQ), and CS, or recovery, occurred when two cri- 
teria were met: the OQ-45 score changed by 14 points (13 points for the 
YOQ), and the patient began treatment in the dysfunctional range of scores, 
as compared to a normative group, and ended in the functional range. That 
is, their score at the end of treatment was 63 or below on the OQ-45 and 45 
or below on the YOQ. The evaluation of patient progress was accomplished 
using survival analysis (Kaplan & Meier, 1958), a nonparametric procedure 
used to track patient functioning across several points in time. It is used in 
psychotherapy outcome research to predict the outcome status of patients 
at any point in time along the course of treatment (Lambert, Hansen, et al., 
2001). In Asay et al. (2002) the procedure was used to predict the number of 
sessions required by adults and youth to reach RC and CS. 

Results revealed that 25% of adult patients were expected to reach CS at 
42 sessions, and 50% were expected to reach CS criteria in 54 sessions. In 
contrast, 25% of youth patients were predicted to achieve CS in 7 sessions 
and 50% in 14 sessions. Using the criteria for RC, a less stringent standard, 
25% of adult patients were predicted to improve after 11 sessions, 50% after 
42 sessions, and 75% after 56 sessions. At the same time, 25% of youth pa- 
tients were expected to reach RC in 3 sessions, 50% in 7 sessions, and 75% in 
12 sessions. Although statistically based modeling procedures estimate the 
likelihood of benefit following treatment sessions, patients often do not stay 
in treatment long enough to derive the full benefits of treatment. Thus, ac- 
tual counts of the number of patients in a study who actually attain reliable 
change tend to be much lower. 

In discussing their findings, Asay et al. (2002) concluded that using a 
standardized self-report measure for adults (OQ-45) and a parent report 
measure for youth (YOQ) was a feasible way for individual clinicians to 
study patient outcome using the dose-response relation. They also pointed 
out that even though survival analysis was used to predict patient recovery 
rates, it is not necessary to use this rather complex statistical procedure to 
evaluate patient progress using the dose-response methodology. In con- 
trast, all that is required is that the clinician score the OQ-45 or the YOQ by 
hand or by computer and then compare the scores to the already estab- 
lished criteria for RC and CS. For example, using the OQ-45, RC is obtained 
when there is a 14-point change in the positive direction. Likewise, CS is ob- 
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tained when there is a 14-point change and the patient’s score has moved 
from the dysfunctional to the functional range, that is, scores at or below 
63. The number of sessions for a patient to reach RC or CS can then be eas- 
ily calculated and comparisons regarding the number of sessions required 
for 50% or 75% of patients to reach criteria can be made using previously 
published reports or other data sets from the therapist’s own practice. 

In regard to the results of the study, Asay et al. (2002) reported that the 
number of sessions required for patients to reach CS and RC were some- 
what higher than those reported in other studies of the dose-effect relation. 
For example, Lambert, Hansen, et al. (2001) reported 50% of patients 
reached CS by the 21st session and 50% reached RC by the 7th session. As 
an explanation for the longer time frame required for patients to reach CS 
and RC, they suggested that the patients in their study had more severe lev- 
els of psychopathology than those in national samples and were, therefore, 
more difficult to treat. For example, whereas most of the patients in the na- 
tional samples were diagnosed as having adjustment disorders and a vari- 
ety of Axis I difficulties, a sizable majority (66%) of patients in this study re- 
ceived an Axis II personality disorder diagnosis. In addition, the authors 
suggested that the type of therapy being offered, open-ended psychody- 
namic psychotherapy, may have also contributed to longer treatment dura- 
tion because the focus of therapy was directed more toward the underlying 
personality factors contributing to symptoms as opposed to focusing pri- 
marily on symptom reduction itself. It remains to be seen if this emphasis 
on personality has any demonstrable advantage to patients or if it reduces 
relapse. 

Interestingly, even though the adult patients in the Asay et al. (2002) 
study required more treatment to reach RC and CS than those in national 
samples, the percentage of patients who actually reached CS before leaving 
treatment was higher (25%) than those reported in other naturalistic stud- 
ies of the dose-response relation. For example, in a national health mainte- 
nance organization sample (n = 936), 16% of patients reached CS; in a na- 
tional EAP sample (n = 3,269) 15% reached CS; in a state community mental 
health center sample (n = 361) 9% reached CS; in a university counseling 
center (n = 1,188) 13% reached CS; in a local health maintenance organiza- 
tion (n = 595) 11% reached CS; and in a university-based training clinic (n = 
123) 20% reached CS (Hansen, Lambert, & Forman, 2002). Thus, the rela- 
tively longer treatment duration of adult patients in Asay et al. resulted in 
better treatment outcomes than those obtained in national samples. This 
finding is consistent with results of the Consumer Reports effectiveness 
study (Seligman, 1995), a recent effectiveness study of psychoanalytically 
oriented psychotherapy (Freedman et al., 1999), and a comprehensive re- 
view of psychotherapy process and outcome literature (Orlinsky, Grawe, & 
Parks, 1994), all of which found that longer treatment duration led to better 
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patient improvement. It is somewhat disturbing to see the overall levels of 
CS change are so low. However, these low rates come from routine practice 
in which the actual number of sessions that patients attend is around three 
to five. 

It was also noted that the youth group in the Asay et al. (2002) study im- 
proved at a significantly faster rate than the adults and required less ther- 
apy to reach RC and CS. The most likely explanation for this finding was 
that the youth group as a whole had lower initial levels of dysfunction and 
appeared to have less severe psychopathology. In addition, many patients 
in the youth sample were treated with behavioral and family systems ap- 
proaches as well as psychodynamic interventions that may have contrib- 
uted to faster rates of improvement. 

The Asay et al. (2002) study just reviewed represents a preliminary effort 
by an individual clinician to utilize patient-focused research in evaluating 
treatment outcome. The methodology employed in that study appears to 
be a feasible, cost-effective, and meaningful way for individual clinicians to 
study patient outcomes. Although there is much more to be done in refining 
these procedures, the Asay et al. study provides a methodological founda- 
tion that practitioners can use to begin integrating evaluation methods into 
their clinical practice. 


CONCLUSIONS AND RECOMMENDATIONS 
FOR PRACTITIONERS OF BDP 


In this chapter we presented a methodology for measuring clinically signifi- 
cant change that can be used in brief dynamic psychotherapy using patient- 
focused research with an emphasis on how this method can be utilized by 
therapists in day-to-day clinical practice. Although conducting treatment 
outcome research requires some additional time on the part of the clini- 
cian, we believe that it does not have to be an overly cumbersome activity 
and is well worth the effort invested. Based on the research available and 
our own experience using patient-focused research methods, we offer the 
following conclusions and recommendations for therapists practicing BDP 
who are interested in evaluating treatment progress and outcome in daily 
practice. 


1. Therapists’ involvement in outcome research has several potentially 
valuable benefits, not the least of which is obtaining information that can 
contribute in a positive way to the psychotherapy process and ultimately en- 
hance patient outcomes. Patient-focused research is especially well suited 
for BDP because it allows close, session-by-session monitoring of patient 
progress by the therapist. In addition, it can provide outcome data that is in- 
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creasingly required by third-party payers, government agencies, and profes- 
sional organizations. 


2. Conducting outcome research in clinical practice does not have to bea 
painstaking, time consuming, and overwhelming involvement. It will take 
some extra time initially to set up the evaluation protocol, but once the pro- 
cedures are established it will probably take very little time and effort on a 
day-to-day basis. As mentioned previously, it is not necessary to use survival 
analysis and complex computer programs to evaluate the dose-response re- 
lation. In contrast, therapists simply need to use a measure in which criteria 
for CS and RC have been established. Once the measure has been scored, it 
is a relatively easy process to track patient progress and compare scores 
with already established criteria from other data sets. 


3. The use of a standardized self-report measure, such as the OQ-45, is a 
feasible way to track patient progress that is reliable, valid, sensitive to 
change, inexpensive, and easy to manage by both the therapist and the pa- 
tient. Although we have found the OQ-45 to have many advantages in meas- 
uring patient change, we also recognize that there are a number of measures 
that have been consistently used in evaluating treatment outcomes (Froyd, 
Lambert, & Froyd, 1996), such as the Symptom Checklist-90 (Derogatis, 
1983), Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Er- 
baugh, 1961), and the State-Trait Anxiety Inventory (Spielberger, 1983) that 
could be used by the individual clinician. In addition, when therapists are 
working from a particular theoretical orientation, such as in BDP, it is helpful 
to use additional measures that are sensitive to patient change as conceptu- 
alized along theoretically determined dimensions. For instance, a therapist 
practicing brief psychodynamic psychotherapy could assess patient change 
using two types of measures: a general measure of outcome, such as the 
OQ-45, and a measure that is sensitive to change as conceptualized in psy- 
chodynamic theory. 

An example of this type of measure is the scales developed by Hoglend 
et al. (2000), which were designed to assess change in brief psychodynamic 
psychotherapy in five specific areas: quality of friendships/family relation- 
ships, romantic/sexual relationships, tolerance for affects, insight and prob- 
lem solving, and adaptive capacity. The scale format is similar to the Global 
Assessment Scale with 10 descriptive levels rated on scale points from 1 to 
100. The scales are therapist rated and could easily be rated after each ther- 
apy session. There are several additional outcome measures that have 
been used in assessing patient outcome from a dynamic perspective (Froyd 
et al., 1996; Maruish, 1999) and could be adapted for use in studies by indi- 
vidual practitioners. 

4. Data from therapist-conducted dose-response outcome research al- 
lows the therapist to compare the outcome of patients in his or her own prac- 
tice with patients studied in large national samples. This can provide com- 
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parisons of outcome (benchmarks) from which to evaluate treatment 
effectiveness. Of course, there are important considerations to keep in mind 
in making such comparisons including the comparability of patient groups 
(e.g., initial level of maladjustment), the types of measures used to evaluate 
change, and the type of treatment being offered. 


5. Outcome data obtained by a practicing clinician could be used to de- 
velop a database to be used as a comparison group for patients treated at a 
later date by the same therapist. This dose-response baseline would create 
an additional, perhaps more meaningful, perspective for assessing patient 
progress rather than relying solely on data sets from national samples. More 
specifically, for the therapists practicing BDP, comparisons with databases 
from other dynamically oriented practitioners, especially those using brief 
methods, would probably be more relevant and useful in evaluating treat- 
ment effectiveness. 


6. Using the dose-response methodology, clinicians can receive immedi- 
ate feedback (e.g., session to session) about the progress of a particular pa- 
tient. If progress is slower than expected or if the patient is not changing or 
deteriorating, then the therapist can discuss this with the patient and possi- 
bly institute changes in the treatment approach that would lead to a better 
treatment response. This would be a helpful process in all psychotherapies, 
but is particularly relevant in brief approaches in which time constraints 
play a central role in the therapy process. 


7. This methodology would also allow therapists to compare their own 
judgments of patient progress with statistical data obtained from outcome 
measures. For example, if a therapist makes a judgment that a patient has 
achieved CS, how does this compare with the level of patient change as 
measured by the OQ-45? It is possible in this regard that in some instances a 
therapist might believe that a patient is making progress, whereas the statis- 
tical data shows little or no improvement. In this case, sharing the statistical 
information with the patient could open an avenue for the patient and thera- 
pist to discuss the possible lack of progress and make any needed changes in 
the therapeutic approach accordingly. 


8. It is also possible to use outcome measures to obtain important quali- 
tative information about patient progress. By reviewing an individual OQ-45 
completed just prior to a therapy session, for example, the therapist could 
become aware of important changes in functioning or areas of difficulty that 
might not be mentioned by the patient in the session. This is most likely to 
occur in the beginning phases of treatment when a strong treatment alliance 
has yet to be developed. 


Although therapists may be hesitant to warm up to the idea of imple- 
menting outcome research in day-to-day practice, we believe that those 


15. MEASURING CHANGE 321 


who become involved will soon see the value of this enterprise in strength- 
ening the therapeutic alliance, reducing patient dropout, enhancing treat- 
ment outcomes, and improving the quality of the therapeutic experience 
for both the patient and therapist. 
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Critical Factors in Supervision: 
The Patient, the Therapist, 
and the Supervisor 


Susan Allstetter Neufeldt 
University of California at Santa Barbara 


To be certified or licensed, all mental health workers! must be supervised. In 
some countries, states, or provinces, supervision is required before licen- 
sure; in others, supervision continues throughout the licensed practitioner’s 
professional career. Supervision, defined elegantly by Hess (1987), “is a rela- 
tionship in which one person’s skills in conducting psychotherapy and his or 
her identity as a therapist are intentionally and potentially enhanced by the 
interaction with another person” (pp. 255-256). I add that the interaction may 
occur in the context of a supervision group in which group members as well 
as a designated supervisor respond to the supervisee and the supervisee’s 
cases, as well as in an interaction between two individuals working together 
without other participants in the room. Naturally, the relationship includes 
the supervisor, the supervisee, and sometimes the supervisee’s colleagues, 
but also the client who, except in some forms of live or cotherapist supervi- 
sion, is not physically present during supervision. 

Psychotherapy and supervision take place in a context (Neufeldt, Karno, 
& Nelson, 1996). A given agency and opportunities or limits for care within 
that geographical area and client population affect the length of the rela- 
tionship. How cases are assigned to therapists and how much supervision 
is provided under what conditions affect the delivery of care. Perhaps most 
important and often ignored, the demographic, political, socioeconomic, 


The terms mental health worker, counselor, therapist, and psychotherapist are used inter- 
changeably. Likewise counseling, therapy, and psychotherapy are used interchangeably. 
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and cultural attributes that characterize the supervisor, therapist, and cli- 
ent are critical components of the therapeutic relationship (Arredondo, 
1998; Brown & Landrum-Brown, 1995). 

Based on published literature to that date, Carifio and Hess (1987) de- 
scribed the “ideal supervisor” as one who demonstrated high levels of em- 
pathy, respect, genuineness, flexibility, concern, investment, and openness. 
Good supervisors, they said, are knowledgeable, experienced, and clear in 
explaining their thoughts and expectations in supervision without generat- 
ing a feeling of criticism and nonsupport. They provide appropriate teach- 
ing, goal setting, and feedback during their supervisory interactions. They 
are respectful and open to their supervisees. At the same time they main- 
tain clear boundaries between their role as supervisor with the supervisee 
and their role as therapist with others. 

In this chapter, general goals and intentions of supervision as well as re- 
lated research findings are described first. These are followed with specific 
supervisory characteristics, interventions, and interactions and their ef- 
fects. They are illustrated with references to the case provided earlier in 
the book. Because the supervisor and supervision process are not de- 
scribed, they are invented for the case. 


GOALS AND INTENTIONS OF SUPERVISION 


Before moving to the specific case provided in this book, I talk about general 
goals for supervision. Several goals are preeminent for supervisors: (a) devel- 
opment of the therapist, whether a novice student or a competent profes- 
sional, into a psychotherapist with increased expertise and clinical wisdom 
(Jennings & Skovholt, 1999; Ronnestad & Skovholt, 1993; Skovholt & Jennings, 
in press; Skovholt & Rennestad, 1992; Skovholt, Ronnestad, & Jennings, 1997); 
(b) the supervisee’s acquisition of knowledge and understanding of the contex- 
tual factors operating in the therapy dyad as well as the supervision dyad 
(Neufeldt, 1999b; Neufeldt et al., 1996), particularly the cultural context (Brown 
& Landrum-Brown, 1995; D’Andrea & Daniels, 1997; Fong & Lease, 1997); (c) de- 
velopment of the supervisee’s ability to form a good relationship with the cli- 
ent (Wampold, 2001), often described as the working alliance (Greenson, 1967; 
Horvath & Greenberg, 1989); (d) facilitation of the therapist’s ability to concep- 
tualize cases, both in terms of assessment of the client’s characteristics and 
problem and selection of treatment (Beutler & Clarkin, 1990; Groth-Marnat, 
Roberts, & Beutler, 2001; Wampold, 2001); and (e) facilitation of the therapist’s 
belief in the effectiveness of a given treatment approach and overall compe- 
tence as a therapist, including the ability to carry out the planned treatment 
(Wampold, 2001). All of these goals, of course, improve the likelihood of in- 
creasing benefit to and protecting the welfare of the client whose case is under 
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supervision—a primary intention and ethical requirement (Bernard & Good- 
year, 1998; Falvey, 2002; Holloway, 1995) of supervision. 


Development: Nature of Expertise, Development, 
and Reflexivity 


After observing expert chess players, Chi, Glaser, and Farr (1988) described 
the ways in which experts functioned differently than did novices. Their work 
has been considered a model for the nature and development of expertise in 
a variety of areas, including psychotherapy and supervision (Binder, 1993; 
Dawes, 1994). Chi et al. elucidated several characteristics of experts. These 
principles follow, with examples that apply to psychotherapy. 


e Experts excel mainly in their own domains, that is, an expert chemist 
cannot carry that expertise into work as a psychotherapist. 


e Experts perceive large, meaningful patterns in their domain. Illustrative 
of this is an expert therapist who interviews a client and sees patterns in the 
client’s behavior and relationships with family members and colleagues at 
work and is able to connect those patterns to the client’s relationship with 
the therapist. 


e Experts take more time to analyze a problem qualitatively, and they 
then can solve a problem fairly quickly. In psychotherapy, the expert’s analy- 
sis of the client’s characteristics, problem, history, and current functioning, 
once accomplished, is followed by a faster and more efficient decision about 
an appropriate treatment plan. 


e Experts appear to have superior short-term and long-term memory be- 
cause they have learned to do so many things automatically that their minds 
are freed up to concentrate on unique aspects of the situation at hand. They 
see and represent a problem in their domain at a deeper, more principled 
level than novices. Expert therapists pay attention to verbal, nonverbal, and 
paraverbal (pace, pitch, and tone) characteristics of the client’s presenta- 
tion, as well as to the client’s history. They can then analyze these in a coher- 
ent, integrated manner before making treatment decisions, either moment 
by moment or in planning ahead. Novice therapists, on the other hand, fre- 
quently listen only to verbal content and then consider its discrete elements 
apart from one another. 


e Experts have strong self-monitoring skills. Skovholt and his colleagues 
(Jennings & Skovholt, 1999; Skovholt & Roennestad, 1992) reported that expert 
psychotherapists can supervise themselves because their ability to reflect 
on their interventions and the results of these interventions enables making 
adjustments in their perceptions and behavior both within sessions and be- 
tween sessions. 
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How is it that some people develop as therapists (and often, concomi- 
tantly, as human beings) over 20 years of clinical experience, whereas oth- 
ers simply repeat 1 year 20 times? Many supervision theoreticians and re- 
searchers (Borders, Fong, & Neimeyer, 1986; Hill, Charles, & Reed, 1981; 
Loganbill, Hardy, & Delworth, 1982; Stoltenberg & Delworth, 1987; Stolten- 
berg, McNeill, & Delworth, 1998) have identified stages of counselor and 
therapist development, with development largely completed (or not stud- 
ied) by the end of graduate study. However, in a large qualitative study of 
100 counselors and therapists ranging in experience from individuals at the 
paraprofessional level to individuals with 40 years of clinical experience, 
Skovholt and Ronnestad (Rgnnestad & Skovholt, 1993; Skovholt & Rønne- 
stad, 1992) conducted extensive initial interviews and a follow-up with 60 of 
these 2 years later. On the basis of these interviews, they concluded that 
half of therapist professional development occurs before graduation and 
licensure, and half occurs in many subsequent years of practice. The same 
researchers with an additional colleague (Jennings & Skovholt, 1999; Skov- 
holt et al., 1997) explored the qualities and length of practice of peer- 
nominated expert clinicians; the researchers determined that expertise in 
clinical practice takes an average of 15 years of experience to attain. 

In addition to illuminating levels of psychotherapist development, Skov- 
holt and Rønnestad (1992) determined that only some therapists reach ex- 
pert status. These people demonstrated high levels of cognitive complexity, 
a tolerance for ambiguity, and a propensity to reflect on their work and 
change their understanding of clients or their interventions with clients as a 
result of their thinking about it. On the other hand, those who stagnated or 
left clinical work altogether tended to choose a theoretical approach early 
and then attempt to apply it to every client they saw; when it failed, they be- 
came discouraged and gave up, either on the ability of clients to change or 
on the general efficacy of psychotherapy. Holloway and colleagues likewise 
found that therapists who demonstrated higher levels of cognitive complex- 
ity formulated better clinical hypotheses (Holloway & Wolleat, 1980) and 
were more effective in counseling (Holloway & Wampold, 1986; Holloway & 
Wolleat, 1980). 

Neufeldt et al. (1996) clarified the nature of reflectivity in a series of inter- 
views with experts on reflectivity (Copeland, Holloway, Rønnestad, Schön, 
and Skovholt) in the fields of education, counseling, and architecture. They 
concluded that in clinical supervision (as well as alone or with colleagues 
between sessions of psychotherapy), therapists who take a reflective stance 
demonstrate specific characteristics and behaviors. 

The reflective process is a search for understanding of the phenomena 
of the counseling session, with attention to the therapist’s actions, emo- 
tions, and thoughts, as well as to the interaction between the therapist and 
the client. The intent to understand what has occurred, active inquiry, 
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openness to that understanding, and vulnerability and risk-taking, rather 
than defensive self-protection, characterize the stance of the reflective 
supervisee. Supervisees use theory, their prior personal and professional 
experience, and their experience of themselves in the counseling session as 
sources of understanding. If they are to contribute to future development, 
reflections must be profound rather than superficial and must be meaning- 
ful to the supervisees. In our interview for this study, Sch6n told me that “a 
person can reflect back on tying his shoes” but questioned the depth, 
meaning, and importance of this reflection (personal communication, Feb- 
ruary 16, 1994). To complete the sequence, genuine reflectivity in supervi- 
sion leads to changes in perception and counseling practice, and an in- 
creased capacity to make meaning of experiences. 

Apparently, teaching therapists to reflect is as important in training and 
supervision as development of specific therapeutic competencies. After all, 
if they are to continue to develop as clinicians long after training ends, they 
will need that particular self-monitoring process. 


Necessary Knowledge, Attitudes, and Skill 
With Multicultural Counseling and Supervision 


Numerous experts have pointed out the necessity of considering the cul- 
tural context and cultural identity level of clients and counselors in the 
counseling relationship (Arredondo, 1998, 1999; Atkinson, Morten, & Sue, 
1998; Constantine & Ladany, 2001; Sue & Sue, 1999). I add that, in my own ex- 
perience, commitment to this idea is not the same as having a multicultural 
vision, such that no interaction can any longer be viewed outside of its cul- 
tural context. Again, as I have observed in myself and in others with little 
life experience outside of the European-based environment, this is a chal- 
lenging cognitive and emotional shift for counselors or therapists who rec- 
ognize their own commitment but fail to understand their inadequate vision 
or behavior. It is not, of course, as deep as the lived experience of culture 
and oppression (M. Ingram, personal communication, November 10, 2001). 
However, it is still a profound shift and is often precipitated by some long- 
term exposure and a painful emotional confrontation or experience. Like- 
wise, Brown and Landrum-Brown (1995), Constantine (1997), D’Andrea and 
Daniels (1997), Fong and Lease (1997), Neufeldt (1999a), and others have all 
said that training in multicultural counseling is dependent on supervisors’ 
multicultural knowledge, attitude, and skills in counseling, along with their 
application in the supervisory relationship. Although it sometimes occurs, 
the supervisee’s job is not to teach the supervisor to hold a cultural view of 
supervision and therapy interactions anymore than clients should be ex- 
pected to teach the therapist about the cultural worldviews, behaviors, and 
interactions of people like them. 
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Skill in Forming a Therapeutic Relationship 


In an extensive meta-analysis, Wampold et al. (1997) showed that the benefi- 
cial outcome effect size associated with any given treatment approach over 
any other approach is .20; likewise, there is little effect due to specific ingre- 
dients of psychotherapy. In a subsequent book, Wampold (2001) pointed 
out that common factors in psychotherapy account for a larger percentage 
of outcome. In particular, the therapist must have a theoretical basis for 
conducting therapy and must believe in it. Allegiance to the approach was 
significantly more important than adherence to any specific ingredient of 
it. “When the therapist believes that the treatment is efficacious, he or she 
will enthusiastically communicate that belief to the client,” Wampold (2001, 
p. 183) stated; on the other hand, “adherence to treatment protocols was 
generally not associated with outcome, although a few notable exceptions 
were found” (p. 183). This echoes the discovery of Strupp and his col- 
leagues at Vanderbilt (Henry, Butler, Strupp, Schacht, & Binder, 1993) that 
the effort to adhere to a manual sometimes inadvertently causes therapists 
to be more hostile, that is, to have a poorer relationship, or working alli- 
ance, with the client. 

Central to psychotherapeutic outcome, the working alliance (Bordin, 
1979; Gelso & Carter, 1985, 1994; Greenson, 1967; Groth-Marnat et al., 2001; 
Horvath & Greenberg, 1989), comprised of agreement on task and goals and 
a bond between therapist and client, is a major predictor of psychotherapy 
outcome (Beutler, Machado, & Neufeldt, 1994; Wampold, 2001; Wampold et 
al., 1997). In training a therapist to work with clients, therefore, consider- 
able attention must be given to formation of the working alliance, that is, at- 
tention to the basic relational skills usually taught early in mental health 
training. Facilitation of a therapist’s skill at forming a working alliance with 
clients is a major goal of supervision. One way to do this is to consider the 
working alliance established between therapist and supervisor with the su- 
pervisor monitoring ruptures and undertaking repair where and when re- 
quired. In a similar and related manner, the supervisor would monitor 
transference and countertransference issues as they become apparent and 
especially how they appear to manifest parallel processes between the 
therapist and the client. 


Case Conceptualization and Therapist Competence 


Wampold (2001) reported that client factors such as motivation, personality 
characteristics, social skills, support, and reactance account for much of 
the rest of the outcome. Client characteristics can facilitate a choice of 
treatment (Beutler & Clarkin, 1990) by matching client characteristics with 
an appropriate treatment. Further, the client’s attribution of responsibility 
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to self or others for both the problem and the solution can affect the suc- 
cess of treatment (Rabinowitz, Zevon, & Karuza, 1988). As Wampold (2001) 
stated, this is consistent with matching clients’ worldviews to a therapeutic 
approach. Important indicators of clients’ attitudes and worldviews are gen- 
der, race, ethnicity, culture, religion, and sexual orientation, among others. 

Supervisors, then, need to make certain that their trainees conduct a 
careful and sometimes extensive intake to illuminate not only the problem 
but also the client and contextual variables. In this way, they increase the 
likelihood of selecting a treatment that is appropriate for the client. By rec- 
ognizing the contextual variables, supervisors may also alert therapists to 
the power issues in supervision and psychotherapy. 

Beyond encouraging therapists to make careful assessments of their cli- 
ents’ problems and personal and contextual characteristics, supervisors 
need to facilitate therapist competence in a broad sense, that is, in forming 
alliances and carrying out psychotherapy (Wampold, 2001). More compe- 
tent therapists consistently produce better outcomes, even when they have 
been trained similarly and randomly assigned to clients with similar diagno- 
ses (Blatt, Sanislow, Zuroff, & Pilkonis, 1996; Luborsky et al., 1986; Luborsky, 
McLellan, Diguer, Woody, & Seligman, 1997; Luborsky, McLellan, Woody, 
O’Brien, & Auerbach, 1975). Although precise adherence to a manual, for in- 
stance, is not required (Wampold, 2001), therapists need to know how to 
carry out the strategies consistent with the treatments, including integrated 
treatments, that they have chosen to use with a given client. To be effective 
with a variety of clients, they need to be competent in several approaches. 
This means that their supervisors likewise can be most effective if they are 
competent in several treatment modalities, particularly if they are supervis- 
ing more than one case. 

Given this important knowledge about effective therapy, how does the su- 
pervisor proceed? What characteristics of supervisors affect therapist com- 
petence, particularly the relation between the supervisory working alliance 
and particular supervisory outcomes? How are formative evaluations (con- 
tinuing feedback) and summative evaluations best delivered and most easily 
received by supervisees and incorporated into their work? Likewise, how 
does the supervisor encourage supervisee reflectivity to encourage therapist 
development as a therapist? How well do supervisors facilitate incorporation 
of the contextual factors, particularly the cultural factors, in case conceptual- 
ization? Also, how do supervisors advance therapist competence? 


Training and Supervision for Therapist Competence 


Carrying out the treatment effectively is a matter of careful training and 
supervision. Binder (1993) underlined the importance of turning declara- 
tive (academic) knowledge into procedural (practice) knowledge. Declara- 
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tive knowledge provides a guide for what is important to know, but such 
knowledge is insufficient without procedural knowledge, which serves as 
a guide for when and how to act, and the supervisor’s task is to facilitate 
this transformation. 

Two elements have been described as important in therapist training 
and supervision on the way to procedural competence. First, therapists 
need to learn principles behind the therapeutic approach and its fundamen- 
tal strategies. This is part of becoming a competent therapist and probably 
also can increase the therapist’s allegiance to the treatment as used with a 
particular client, both factors described by Wampold (2001) as important to 
outcome. However, Rounsaville, Chevron, and Weissman (1984) reported 
challenges they encountered in early efforts at training therapists to do In- 
terpersonal Process Therapy (IPT), an approach similar to the cognitive an- 
alytic therapy approach described in the case exemplar provided for this 
book and most recently described in a current version of their manual 
(Klerman, Weissman, Rounsaville, & Chevron, 1999). Rounsaville et al. 
(1984) pointed out the pitfalls of a “cookbook” approach: “In regard to this 
point [avoiding a rigid, cookbook compliance with the manual],” they said, 
“the important thing is that although the manual defines the boundaries, 
the therapist is free to make use of individual variations in stance and tim- 
ing. Some therapists missed the opportunity to find ways of forming a ther- 
apeutic alliance by spending too much energy going ‘by the book’ ” (p. 166). 

Rounsaville et al. (1984) reiterated that learning to do therapy is not a 
matter of simply acquiring declarative knowledge: 


Several therapists who, in reviews of videotape, were felt to be excellent had 
underrated their own work, whereas others, who could talk about IPT theo- 
ries and techniques well and made a good presentation of their therapies, 
were rated less highly when actual sessions were viewed. . . . It is noteworthy 
that we dropped a written multiple-choice examination from the training and 
evaluation procedures because improvement on this instrument was found to 
be negatively correlated with ratings of therapists’ skill in actually performing 
IPT. (p. 167) 


SUPERVISION PRACTICES 


If a cookbook approach is insufficient for training, supervision becomes 
considerably more complicated. Interventions become more complex, and 
as in psychotherapy, the relationship in which these interventions and in- 
teractions take place is central to its effectiveness. How might supervision 
look with a particular supervisee? 
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In the case presented in this book, we only have information about the 
therapist and the client. The therapist was a middle-class White English 
woman, pregnant with her first baby at the time of therapy, about mid-30s; 
for this chapter, I assume she was a psychologist. I give her a name, Amy. 
The client, June, was a working-class woman of 27 who dropped out of 
school early, was single and White, with no intimate relationships apparent 
in her life. I assume she has never had an intimate relationship. Also imag- 
ined for this case is a male 30-year-old, married, presently childless, Paki- 
stani psychologist supervisor named Rashid. 


The Supervision Relationship 


Both Hess (1987, 1997) and Bordin (1983) believed in the importance of the 
working alliance, not only in psychotherapy but in the supervisory relation- 
ship between the supervisor and supervisee. At least two scales have been 
developed to measure the supervision working alliance. These include one 
specifically designed for supervision, the Supervision Working Alliance In- 
ventory (Efstation, Patton, & Kardash, 1990), and one based on the original 
Working Alliance Inventory (Horvath & Greenberg, 1989) and adapted for 
supervision—the Working Alliance Inventory-Trainee version (Bahrick, 1990; 
Bahrick, Russell, & Salmi, 1991). 

Ladany and his colleagues have demonstrated that the supervision 
working alliance is readily affected by behavior and traits of the supervisor. 
Ladany, Lehrman-Waterman, Molingaro, and Wolgast (1999) discovered 
that ethical lapses on the part of the supervisor were related to a poor 
working alliance and diminished supervisee satisfaction in supervision. 
Ladany, Brittan-Powell, and Pannu (1997) found that when supervisors and 
supervisees were poorly matched as to their level of ethnic identity devel- 
opment (whether or not they were of the same race), they had a weaker 
working alliance as well. Perceptions of Asian, Black, Hispanic, and Native 
American counseling and clinical supervisees were used to study the qual- 
ity of cross-cultural individual therapist supervision (Cook & Helms, 1988). 
The authors found that when supervisees experienced their supervisors’ 
unconditional interest, they were more likely to be satisfied with the quality 
of supervision. Subsequently, several authors (Brown & Landrum-Brown, 
1995; Constantine, 1997; Constantine & Ladany, 2001; Cook, 1994) have rec- 
ommended that the supervisor have a well-developed sense of ethnic-racial 
identity that matched or exceeded that of their supervisees. At that level, 
they suggested, supervisors need to learn to handle their discomfort and 
address supervisees’ and their clients’ racial and ethnic identities, along 
with their differences from the supervisee along other cultural dimensions, 
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in supervision. I add that issues of gender, age, ability status, and sexual ori- 
entation are among the important factors to discuss as well. 

Think then about the configuration of the client, therapist, and supervi- 
sor in our case example, as imagined previously. As a supervisor, Rashid, a 
male Pakistani, will need to address with his supervisee, Amy, the therapist 
in this case, the ways in which he and she differ along these various dimen- 
sions. It is important for the supervisor to address this first because the 
supervisee rarely will (Kleintjes & Swartz, 1996). As suggested by T. Parham 
(personal communication, April 12, 2000), a way for the supervisor to gain 
trust is simply to ask, “What do you need to know from me to believe I can 
help you?” In this case, Amy would then have the chance to ask Rashid 
questions she might have about his training and experience with clients, su- 
pervision, and the particular mode of therapy used here, along with ques- 
tions about his feelings about pregnant therapists who continue to work, 
whether the supervisor has worked with English therapists and clients, how 
he might feel about a single, working-class woman, and so forth. Suppose 
further that there could be other value differences; for example, the client 
may be a lesbian, though that is not shown in the transcripts we have. Then 
Amy might also ask if Rashid has any negative feelings about lesbians, 
which she might imagine is a religious issue for him. All of these issues can 
be discussed openly, and if Rashid is candid and also willing to discuss how 
his experience and feelings could affect supervision, then Amy is more 
likely to trust in the relationship between her and Rashid, an element criti- 
cal to the bond in the working alliance. 


Supervision Focus 


Although the bond facilitated through the previous discussion is significant, 
the focus of supervision assumes considerable importance. In a complex 
study of supervision within Interactional Social Work Theory, Harkness 
(1997) found that supervisees were most satisfied when the supervisor fo- 
cused on the client and what to do with the client. This proved even more 
important than empathy, and in fact, whereas empathy enhanced super- 
visees’ satisfaction when supervision was focused on the client, empathy 
without that focus detracted from supervisee satisfaction. Although super- 
visees might have not enjoyed the feedback at the time it was given, it 
proved valuable in their overall evaluations of supervision. 

In a large psychotherapy project at Vanderbilt University in Tennessee, 
therapists were trained to use short-term psychodynamic therapy and su- 
pervised as they practiced (Henry, Butler, et al., 1993; Henry, Schacht, 
Strupp, Butler, & Binder, 1993). In these studies, which extended Harkness’ 
(1997) finding to therapist performance, Henry, Schacht, et al. (1993) re- 
ported that the supervisor who asked therapists’ intentions for their inter- 


16. FACTORS IN SUPERVISION 335 


ventions and provided explicit feedback about specific aspects of therapist 
performance facilitated in-session performance in those areas. Trainees 
want that feedback, and their complaints in another study (Ladany et al., 
1999), for example, “supervisor gives little feedback,” reflect it. In fact, 
Ladany and his colleagues noted, failing to give explicit feedback is a super- 
visory ethical failure to protect the client’s welfare. 

Providing feedback as therapists carry out a specific mode of therapy is 
not the same as using a cookbook approach because it is directed to inten- 
tions and results of interventions in the session. In fact, asking about inten- 
tions and results is an important part of encouraging therapist reflection on 
their actions, an element of reflective supervision as well (Neufeldt, 1999b). 
It is then incumbent on our supervisor, Rashid, to watch or listen to Amy’s 
tapes of her sessions with June and ask Amy about the intentions behind 
her interventions. After listening to the following exchange, for instance, 
Rashid could ask Amy to stop the tape. The segment from page 1 of the first 
transcript, which appears below, could be considered. 


3-2: Did you blank out last week’s session? 

3-3: Basically, yes, I think I did. 

3-4: Any idea why all that happens? 

3-5: No. 

3-6: No. So if I ask you to start keeping a diary soon about blanking 


things about, would you be able to do that, or would you blank that 
out as well? 


A: Id give it a go. 


OFoOFrO 


“Amy, how did you decide to ask June whether she’d blanked out last 
week’s session?” Rashid might ask.” If she replied, “I wanted to see if she 
was continuing to blank out previous sessions and if we could do some- 
thing about that,” Rashid could then ask, “And what was the result?” Amy 
might reply, “She did acknowledge it and she also agreed to keep a diary 
about blanking things out. If she does that, we might learn when, how, and 
why she blanks out things, and perhaps then interrupt the blanking-out 
process.” At this point Rashid might comment on his own perception of the 
effectiveness of the intervention and further present alternative interven- 
tions for Amy to consider if June fails to keep a diary. This avoids telling the 
therapist just what to do in a cookbook fashion and yet provides important 
possible interventions for Amy to choose or develop further to make the in- 
tervention her own. 


?] have found as a supervisor that asking how the therapist decided to act produces less de- 
fensiveness than asking “Why did you do that?.” 
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Supervisors’ encouragement of therapists’ attention to clients’ nonver- 
bal behaviors and response to them within a therapeutic session was corre- 
lated with increased client satisfaction in a session and a higher working al- 
liance between the therapist and client in one study (Grace, Kivlighan, & 
Kunce, 1995). Although this one study is not conclusive, it would seem sen- 
sible for Rashid to direct Amy’s attention to June’s nonverbal behaviors 
and respond to them in session. 


Important Factors in Supervision 


Both Ladany et al. (1999) and Falvey (2002) emphasized the importance of 
supervisory ethics. Most explicitly defined by the Association for Counselor 
Education and Supervision (1995), there are ethical codes for supervision in 
most professional associations. Ladany et al. (1999) identified a number of 
supervisor violations of ethics described by supervisees and showed that 
these violations appeared to weaken the supervision working alliance. Fur- 
ther, of course, it is just good practice to follow ethical codes and can make 
lawsuits more unlikely (Falvey, 2002), at least in the United States, whose 
population is arguably more litigious than the population in many other 
countries. Rashid, therefore, should be careful to operate according to ethi- 
cal codes in supervision. 

In several qualitative studies, researchers investigated supervisees’ ex- 
periences with one or more supervisors over an extended period of time. 
Worthen and McNeill (1996) explored good supervision experiences impor- 
tant to the supervisees’ growth as therapists. These included experiencing 
the supervision relationship as empathic, nonjudgmental, and validating, 
with encouragement to explore and experiment, and in which struggle was 
normalized. As a result, supervisees felt freed of self-protectiveness and re- 
ceptive to supervisory input, able to carry out a nondefensive analysis of 
their work and reexamine their assumptions and develop a metaperspec- 
tive on their work. With this in mind, Rashid could demonstrate empathy, 
validation, and a nonjudgmental attitude with Amy that could enable reflec- 
tion on her work and a modification of her behavior and thinking in a man- 
ner consistent with reflectivity. 

In another vein, Gray, Ladany, Walker, and Ancis (2001) explored coun- 
terproductive events experienced by supervisees with their supervisors. 
Supervisors were described as unempathic, dismissive of supervisees’ 
thoughts and feelings, and failing to understand supervisees. Supervisors 
appeared not to listen or respond to trainees and to push their own agenda. 
In reaction, supervisors reported feeling frustrated, irritated, angry, anx- 
ious, unsafe, confused, and undermined; they also experienced negative 
thoughts about themselves and the supervisory relationship. In a similar 
study, Nelson and Friedlander (2001) investigated conflictual supervisory 
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relationships. Many supervisees felt unsupported from the beginning of the 
relationship and experienced a power struggle with the supervisor, some- 
times because the supervisor was less experienced than the supervisee, or 
the supervisor appeared to feel threatened, or both. Beyond that, the two 
participants disagreed about what should take place in supervision. Several 
believed that supervisors misunderstood their or their clients’ cultural 
worldviews or gender and sexual differences, and they disagreed with their 
supervisees’ theoretical or technical approach to clients. In reaction, super- 
visees reported, supervisors criticized the supervisee in front of others, de- 
nied there were problems, or blamed the supervisee for problems. Most su- 
pervisors in this study were site supervisors, and some threatened to or 
did withhold evaluation or necessary letters to the department certifying 
completion of practicum. Clearly Rashid should demonstrate the behavior 
and attitudes described by Worthen and McNeill (1996) and avoid the ap- 
pearance or presence of the negative attitudes and behavior (Gray et al., 
2001; Nelson & Friedlander, 2001). 


Case Conceptualization 


Surprisingly, therapists, even if they have had courses in multicultural 
counseling and believe they are competent in that area, often fail to incor- 
porate cultural factors into their case conceptualizations (Ladany, Inman, 
Constantine, & Hofheinz, 1997). Worthington, Mobley, Franks, and Tan 
(2000) found, however, that if supervisees were directed to attend to multi- 
cultural factors in a given case conceptualization, they would do so. In our 
case, Rashid could direct Amy’s attention to June’s working-class back- 
ground. How might that context be an influence on June’s behavior? Fur- 
ther, what values, beliefs, and other aspects of the worldview of English 
working-class people could be integrated into therapy to influence June’s 
willingness to take care of her diabetes? 

Several additional elements go into case conceptualization. Beutler and 
Clarkin (1990) proposed that clients’ expectations, coping ability, and per- 
sonality could be the basis of selection of treatments suited to particular 
clients. Groth-Marnat et al. (2001) recommended specific assessments, 
which could be given at intake and which would provide information about 
aspects of coping style and personality such as client reactance, avoidance, 
internalization or externalization of problems, and repression and denial. If 
Rashid had encouraged Amy to conduct these assessments at intake and 
had a choice about treatments, Amy might have determined that a short- 
term psychodynamic approach such as cognitive analytic therapy was or 
was not an appropriate approach for Amy to use with June. This would also 
provide Amy with reasons to be loyal to the approach with June, a factor 
associated with better outcome (Wampold, 2001). 
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CONCLUSION 


Research in supervision has proliferated in the past 15 years (Bernard & 
Goodyear, 1998; Holloway & Gonzalez-Doupe, 1999). Careful quantitative 
and qualitative research studies can now inform supervisors and enable 
them to conduct themselves more effectively by displaying positive atti- 
tudes and behaviors conducive to forming good working alliances with 
supervisees. Likewise, supervisors can attend to and discuss cultural as- 
pects of clients, supervisors, and themselves, facilitate case conceptualiza- 
tion, and make useful and timely interventions with supervisees. 

There are still too few studies that link supervision to client outcome. 
This is made more difficult because, as Strupp stated in his discussion of su- 
pervision research at the American Psychological Association meeting in 
1995, there are a number of mediators between the supervisor and the cli- 
ent. The personalities of the supervisor and therapist as well as the nature 
and severity of the disorder, the characteristics of the client, the context in 
which therapy takes place, and the length of time allowed for therapy, play 
a role in the outcome. Ways to overcome these obstacles in which treat- 
ment is selected systematically for a specific diagnosis and supervised by a 
number of therapists should be sought to facilitate a careful analysis of su- 
pervisors’ effects on client outcomes. Without establishing such a con- 
trolled environment, investigators might co-vary the mediating variables to 
assess supervision effects on client outcome. Wampold and Holloway 
(1997) pointed out many additional questions that need to be answered by 
research and suggested ways to investigate them. 
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Most people who come to outpatient psychotherapy are not interested in 
long-term treatment, psychoanalytic or otherwise, and at least half are able 
to profit from therapy in 10 sessions or less (Asay & Lambert, 1999; Lambert 
& Bergin, 1994). Of the remainder, approximately 15% to 30% are signifi- 
cantly more likely to benefit if therapy lasts more than 25 sessions (Asay & 
Lambert, 1999; Cummings & Cummings, 2000). Therefore, the first of many 
ethical challenges for psychotherapists is to competently differentiate be- 
tween clients who may be helped by brief therapy and those for whom brief 
interventions are contraindicated. Once a reliable differential diagnosis is 
made, clinicians must also possess the necessary skills to administer thera- 
pies of varying lengths or have competent referral sources. To qualify as 
competent, brief therapy must rest on a foundation of education in the 
treatment modality and prior successful supervised experience. Too often, 
professionals trained in traditional therapies appear either to assume that 
this training is sufficient to allow them to use brief models effectively or to 
worry about incompetence in this modality without taking steps to remedy 
it. For example, Levenson and Davidovitz (2000) found that nearly all psy- 
chotherapists in their survey (89%) reported using time-limited interven- 
tions and that half of those offering such services had no formal brief ther- 
apy training at all. As one participant commented, “As a provider for a large 
health-maintenance organization I am required to do a lot of brief therapy. 
But Iam ashamed to admit that I often don’t know what I am doing, because 
I have never had any training in it” (Levenson & Davidovitz, 2000, p. 335). 


343 


344 WELFEL 


Because practicing beyond the limits of one’s competence is prohibited by 
the ethical standards (American Psychological Association [APA], 2002) 
and subject to discipline by licensing boards and because less skilled thera- 
pists who fail to maintain focus in sessions are more likely to produce nega- 
tive outcomes (Lambert & Bergin, 1994), this deficit can be dangerous to cli- 
ent and therapist alike. Even if a therapist gains initial competence in brief 
interventions, continuing education in these models is essential as well be- 
cause competence erodes quickly. According to Dubin (1972) and Jensen 
(1979), half of what a professional learns in graduate school is obsolete 
within 10 years of graduation. 

The second major ethical challenge derives from the external pressures 
psychotherapists feel to select brief interventions for many clients. This 
pressure comes from insurance companies, health care employers, govern- 
ment funding sources, and from clients themselves. To borrow an adage a 
psychoanalyst friend learned while working in the restaurant business, this 
environment often leaves clinicians feeling compelled to “steak ’em and 
bake ’em and give ’em the check.” In the United States, for example, where 
both governmental and private insurers reimburse self-employed profes- 
sionals for providing care to qualifying patients, clinicians must follow strict 
reimbursement guidelines if they wish payment for services. These guide- 
lines typically limit both the duration and the type of therapy acceptable 
for reimbursement. Some managed care companies pressure not just for 
brief treatment but also for ultrabrief treatment of 2 to 6 sessions (I. J. 
Miller, 1996). In the U.S. system, clinicians who do not play by the rules risk 
both denial of payment for current services and the opportunity to treat fu- 
ture clients from that reimburser (Acuff et al., 1999). Because third-party 
payors have made restraining the costs of outpatient psychotherapy a pri- 
ority, U.S. psychologists report notable declines in incomes (Pingitore, 
Scheffler, Sentell, Haley, & Schwalm, 2001; Rothbaum, Bernstein, Haller, 
Phelps, & Kohout, 1998) and professional autonomy (Cooper & Gottlieb, 
2000; Wright, 2000). In addition, clinicians frequently describe the quality of 
care under this system as substandard or mediocre (Benedict & Phelps, 
1998; Phelps, Eisman, & Kohout, 1998; Russell et al., 2001) and their ability to 
comply with ethical standards as compromised (Murphy, DeBernardo, & 
Shoemaker, 1998). In countries with a nationalized health care system, psy- 
chotherapists also experience negative effects from fiscal restraints, but in 
addition, they are directly affected by high demand for limited services. In 
such systems offering one person long-term care can deprive several oth- 
ers of access to timely service for mental health problems. In other words, 
in the current global climate clinicians experience a conflict of interest in 
cases for which they judge brief interventions clinically inadvisable. If they 
succumb to these financial pressures, they are protecting their own welfare 
at the expense of the therapeutic benefit to the client, and if they rebel 
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against these limitations, they are promoting the welfare of the client at 
substantial economic risk to themselves. 

As a further complication, in systems in which reimbursers operate as 
for-profit businesses, they often require psychotherapists who seek to treat 
their members to sign contracts with language that is inconsistent with pro- 
fessional ethical standards. National health services and health mainte- 
nance organizations often have similarly problematic language in their em- 
ployment contracts. For example, ethical standards identify a number of 
criteria for informed consent for treatment that are difficult for psychother- 
apists to carry out without violating their contractual agreements. For in- 
stance, the APA (2002) Ethical Principles specify that prospective clients 
should be informed about alternatives to the recommended treatment, but 
many managed care contracts discourage clinicians from discussing more 
costly alternatives to the reimbursable therapy. Clinicians are also often 
prohibited by contract from disclosing to clients the financial incentives 
they may have to keep care brief. Even if the language of the contract does 
not directly contradict existing codes and laws, clinicians are not free from 
the worry that adherence to the ethical ideals of the profession will cost 
them money. 

This chapter elaborates on these and other ethical challenges and dis- 
cusses recommendations to help clinicians to address them responsibly. 
These suggestions derive their authority from the ethical codes of the pro- 
fessions and the extensive scholarship on the ethics of practice in a man- 
aged-care world but carry no independent authority themselves. Spe- 
cifically, the chapter addresses the following questions: 


e How can I act responsibly in selecting clients for brief treatment? 

e How can I maintain sufficient confidentiality of therapeutic interactions 
to keep client trust and yet still obtain the third-party reimbursements? 

e How can I ethically handle informed consent for brief treatment? 

e What are my ethical responsibilities related to the termination of treat- 
ment? 

e What unique ethical issues arise when working with older adults, chil- 
dren, and adolescents? 


SELECTING CLIENTS APPROPRIATE 
FOR BRIEF INTERVENTION 


Differentiating those who are likely to benefit from brief psychotherapy is a 
difficult task for which no rigid rules exist. Some psychotherapists contend 
that virtually all prospective clients are suitable, but the preponderance of 
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evidence and clinical experience suggest somewhat narrower selection cri- 
teria (Bloom, 1997). Three variables are consistently identified in the litera- 
ture as influential in determining the prospects for benefit: the general atti- 
tude of the client toward psychotherapy, the severity and duration of 
symptoms, and the complexity of symptoms, especially the existence of 
multiple diagnoses (Asay & Lambert, 1999; Bloom, 1997). 

First, clients need to be motivated for therapy. Those who are hostile, 
resistant, and whose expectations are to be passive recipients of care 
rather than active participants are probably poor candidates for brief in- 
terventions at least until their attitudes change (Asay & Lambert, 1999). 
Not surprisingly, individuals who have a history of unsatisfactory inter- 
personal connections are also unlikely to establish the requisite therapeu- 
tic alliance. Individuals with character disorders are frequently mentioned 
in this category, but such clients can be suitable for brief work if they 
have focused treatment goals to which they are committed (Bloom, 1997). 
Bauer and Kobos (1987) suggested that clients appropriate for brief psy- 
choanalytic treatment should be psychologically minded, possess suffi- 
cient ego strength to tolerate the stress of therapy, and be able to make 
use of therapist interpretations. 

Clients with multiple, complex, and longstanding problems are inappro- 
priate for most brief interventions. For example, a client diagnosed with 
concurrent bipolar disorder, alcohol dependence, and an acute stress reac- 
tion to a recent trauma exemplifies the kind of client for whom treatment of 
short duration is contraindicated. Those with severe levels of acute prob- 
lems commonly viewed as responsive to brief treatment may also be better 
served by lengthier interventions. According to research by Shapiro et al. 
(1996), those with severe levels of major depression were not helped by 
brief therapy and many of the severely depressed participants appeared 
worse off after eight sessions than they were at the start of the therapy. 
Seligman (1995) also found that consumers reported less satisfaction with 
treatment for depression when their therapy was restricted in length by 
managed care than when the length of therapy was unfettered by such rigid 
payment limits. In light of such findings, responsible clinicians, therefore, 
need to carefully evaluate not only whether brief treatment will benefit cli- 
ents but also whether it avoids harm to them (Beauchamp & Childress, 
1994). In short, the selection of clients for brief therapy must be based on 
competent diagnosis of client symptoms and capacity for therapeutic con- 
nection. Moreover, client progress must be carefully monitored so that 
treatment can be amended if progress is not occurring. 

As Newman and Bricklin (1991) pointed out, most research supporting 
brief therapy models has not included significant numbers of culturally 
and ethnically diverse participants. Consequently, the scientific basis for 
the application of brief treatments to these populations is still largely un- 
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known. Moreover, critics argue that by its very nature brief treatment 
allows very little room to modify treatment based on client culture or 
other unique client characteristics (Newman & Bricklin, 1991). Because 
cultural and social variables can also substantially affect motivation and 
expectations for therapy, the development of the therapeutic alliance, and 
response to treatment interventions (Sue, Zane, & Young, 1994), brief 
treatments may pose a risk of ineffectiveness or harm to culturally and 
ethnically diverse populations. 

Some writers also wonder about the presence of gender bias in the use 
and efficacy of time-limited treatments. Edbril (1994) relayed anecdotal evi- 
dence that her female clients were more likely than male clients to express 
dissatisfaction with brief interventions. Similarly, Levenson and Davidovitz 
(2000) reported that male therapists were substantially more likely to use 
brief therapies than female professionals. However, little is really known 
about the role and function of gender in the selection or effectiveness of 
brief treatment. Until more credible research evidence becomes available 
regarding these variables, mental health professionals should exercise cau- 
tion in using brief models with diverse populations and should adapt them 
to the unique cultural and social situation of the client. For example, when 
an Asian immigrant to a Western country presents for treatment because of 
social anxiety, the treatment protocol for this disorder recommended by 
the third-party payor (and by treatment manuals) may need to be substan- 
tially modified in favor of a more culturally sensitive approach. For exam- 
ple, if the standard protocol emphasizes behavior rehearsal and assertion 
training as central components of treatment for social anxiety, it is likely to 
be inconsistent with the cultural norms and values of an Asian immigrant. 
Without modification of the treatment, such clients may terminate prema- 
turely, may fail to profit, or may engage in such behaviors at the risk of 
alienating others in their support system. As the need for effective treat- 
ment for diverse populations is so critical, and most people of any back- 
ground prefer short-term treatment (Sue et al., 1994), the profession has an 
ethical obligation to obtain the necessary research evidence to identify ap- 
propriate and effective brief intervention models for these clients. 


MAINTAINING CONFIDENTIALITY 
AMID PRESSURES TO DISCLOSE 


Professional standards for confidentiality of client communications are not 
dependent on the length or type of psychotherapy provided. All profession- 
als are obligated to guard client privacy to the fullest extent possible, allow- 
ing for disclosure of client information only with client consent, when man- 
dated by law, or to protect the client’s health and safety (APA, 2002). 
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Confidentiality is the cornerstone of the therapeutic alliance, which is in 
turn the cornerstone of effective treatment. Clients perceive confidentiality 
as crucial to honest communication and generally as all-inclusive (D. J. 
Miller & Thelen, 1986; VandeCreek, Miars, & Herzog, 1987). Clients tend to 
be unaware of the circumstances in which clinicians are obligated to breach 
confidentiality. If not forewarned about those circumstances, clients feel es- 
pecially betrayed when therapists disclose information about them outside 
of sessions. When given reason to doubt the privacy of their therapeutic 
communications, clients are less likely to fully disclose relevant material 
(Kremer & Gesten, 1998; Nowell & Spruill, 1993). Consequently, the growing 
body of evidence that the confidentiality of client communications has been 
threatened by the current payment system is particularly troubling (Coo- 
per & Gottlieb, 2000). 

Typically, third-party payors will not assume the costs of treatment with- 
out information about the client’s mental health status, psychiatric diagno- 
sis, and their progress during therapy. Once that sensitive client informa- 
tion is released to third parties, both clinicians and clients lose control over 
it and the responsibility for maintenance of client privacy shifts to the 
payor. (Needless to say, mental health professionals are still obliged to 
keep client communications and records confidential from any other unau- 
thorized access.) Governmental and private reimbursement organizations 
tend to have policies designed to safeguard confidentiality and many limit 
access to that data to employees with need for it (Frager, 2000). In spite of 
these protections, the privacy of client data in such systems is still at risk 
for several reasons. First, even at the most scrupulous third-party payor or 
governmental agency, multiple employees are likely to have access to cli- 
ent records. The more people with access, the greater is the potential for 
breach of privacy. Second, although the flagrant abuses of privacy by em- 
ployees reported in the mid-1990s (e.g., Scarf, 1996) appear less frequently, 
clinicians’ anecdotal reports suggest that payors’ enforcement of privacy 
policies related to mental health data is still quite variable. Third, as efforts 
to contain costs have expanded from concern about duration and diagnosis 
into regulation of the type and structure of treatment itself (called utiliza- 
tion review), the volume and sensitivity of client data, which many reim- 
bursers require, has also increased. Some managed care companies, for ex- 
ample, ask clinicians to send copies of all progress notes, assessment data, 
and client correspondence if they wish continued authorization for treat- 
ment. Cooper and Gottlieb (2000) cautioned strongly against compliance 
with this demand. They advised clinicians to develop a formal release-of- 
information policy that clarifies that they consider progress notes as a form 
of “raw test data” that are not subject to release (Cooper & Gottlieb, 2000, p. 
195). Further, they recommended that this policy should substitute case 
summaries as evidence of appropriate diagnosis and treatment. Finally, 
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they suggested that the policy be shared with the payment sources prior to 
entrance into a contractual arrangement with them. 

The threats to confidentiality do not end there. During the last decade, 
reimbursers began to obtain and store client data electronically to reduce 
the volume of paper and speed communication. They have also initiated 
the development of a national computer database in the United States 
through which different reimbursers can share client data to reduce dupli- 
cation of services and better detect client and clinician fraud (Appelbaum, 
1996; Cooper & Gottlieb, 2000). Transmitting and storing sensitive client 
data in this medium is risky. The privacy of communications via computer 
is highly dependent on the adequacy of security measures in place in each 
computer in the network, the vigilance of each party in regularly updating 
those security measures, and the desirability of the material to hackers. 

Thankfully, to date, few intrusions by hackers into mental health data 
have been reported. What are more common are inadvertent violations of 
the security of client data in electronic communications. Such an event hap- 
pened in October 2001 when the psychological records of 62 children and 
adolescents were accidentally posted on the University of Montana Web 
site (Piller, 2001). The 400 pages of documents posted “described patient 
visits and offered diagnoses by therapists of mental retardation, depres- 
sion, schizophrenia and other serious conditions” and provided the “pa- 
tients’ names, dates of birth, addresses and schools attended for most 
cases” (Piller, 2001, p. 1). In parallel fashion, Eli Lilly & Company, a drug 
manufacturer, inadvertently included the names of all Prozac® users in a 
bulk e-mail (Hayes, 2001) distributed to thousands. The U.S. Department of 
Health and Human Services accidentally posted on its Web site the names 
and addresses of people requesting brochures on substance abuse. These 
brochures had titles such as, “Moving forward with your life, leaving alcohol 
and other drugs behind” and “Learning to live drug free” (Sullivan, 2001). 

Payers’ uneven records of handling facsimile transmissions and regular 
mail communications containing client records weaken clinicians’ confi- 
dence in the ability of third-party payors to safeguard electronic client data 
even more. Anecdotal reports of misdirected paper correspondence about 
clients, client case reports, and payment information abound in the profes- 
sional literature (e.g., Davis & Meier, 2001). 

These threats to confidentiality place two distinct responsibilities on the 
psychotherapist. The first is to understand the nature of the information that 
employers and third-party payors require to cover costs prior to signing any 
contracts and the second is to disclose to clients the limits of confidentiality 
related to third-party payment. Clinicians should read the language in their 
contracts carefully before signing them and seek modification of that lan- 
guage as necessary (Cooper & Gottlieb, 2000; Haas & Cummings, 1991; 
Koocher & Keith-Spiegel, 1998). They should obtain confidentiality policies 
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of all organizations with access to client data and should seek to limit dis- 
closure to the fullest extent possible. They should become familiar with the 
procedures institutions use to train and monitor employees who deal with 
confidential client information and the sanctions in place for violations. 
Finally, they need information on the inclusion of client data in any com- 
puter database and the privacy protections used for such data. When 
equipped with this knowledge, psychotherapists can make informed judg- 
ments about whether a professional connection with the institution or 
payor is ethically justifiable. They can then knowledgeably discuss these 
procedures with their clients. 


CONDUCTING ADEQUATE INFORMED CONSENT 


Frequently, clinicians view client consent as an unavoidable bureaucratic 
process that offers little therapeutic value to clients but that appeases em- 
ployers, licensing boards, and risk managers (Welfel, 2002). Clients, on the 
other hand, want this information and react positively when it is provided 
(Braaten, Otto, & Handelsman, 1993). Moreover, research suggests that a 
well-conducted consent positively influences three variables associated 
with good outcomes from brief therapy—client motivation for therapy, at- 
traction to the clinician, and positive opinion of the expertness of the thera- 
pist (Wagner, Davis, & Handelsman, 1998; Walter & Handelsman, 1996). 

An adequate informed consent has two crucial components—disclosure 
of information the client needs to make a reasoned choice about participa- 
tion in therapy and free consent to therapy without undue influence from 
others. Consent is grounded in the view that adult clients are fully autono- 
mous human beings who deserve the freedom to make decisions about 
therapy that they exercise in other aspects of their lives. It involves frank 
conversations with clients about therapist credentials, recommended ther- 
apeutic activities, the benefits and risks of therapy, alternatives to it, costs 
and logistics of the process, and confidentiality of client records and disclo- 
sures. Usually, most of this material is discussed at the initiation of therapy, 
but informed consent is best regarded as a process that continues as 
needed throughout therapy, not as an isolated event (Appelbaum, Lidz, & 
Meisel, 1987). For example, if therapeutic direction changes in the midst of 
the process, professionals need to revisit the topic of risks and benefits of 
the new interventions. Similarly, if psychological testing is recommended 
while therapy is underway, clinicians are obligated to explain to clients the 
uses of the tests, the material that will be kept in their records, and their 
rights to feedback (APA, 2002; Pope, 1992). 

The following strategies can increase the efficiency of consent proce- 
dures for brief therapy without compromising compliance with ethical stan- 
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dards. First, clinicians should develop written materials or taped explana- 
tions of therapy (or both) that can be given to clients prior to therapy. 
Research suggests that clinicians rely heavily on verbal discussion of con- 
sent issues (Handelsman, Kemper, Kesson-Craig, McLain, & Johnsrud, 1986), 
a cumbersome process that may compromise client recall of information 
(Handelsman, 2001) and limit clinicians’ ability to document an adequate in- 
formed consent process in the event of a malpractice claim or ethics com- 
plaint (Bennett, Bryant, VanderBos, & Greenwood, 1990). Many models for 
consent documents exist in the literature; Handelsman and Galvin (1988) 
presented a particularly good one because it avoids a common problem in 
such consent forms—the use of language that is beyond the client’s literacy 
skills. Very few professionals have availed themselves of taped materials 
(Somberg, Stone, & Claiborn, 1993), an oversight that seems inconsistent 
with the ease with which most people use recorded materials in other parts 
of their lives. 

Second, clinicians should encourage frank discussion of the implications 
of using third-party payors to cover the costs of service. As mentioned in 
the prior discussion of confidentiality, clients have a right to understand 
what will happen to the therapeutic information they release to others and 
have a right to know how the use of such reimbursement mechanisms may 
affect the structure and duration of therapy. They have a right to basic in- 
formation about the clinician’s relationship with the payor and the financial 
incentives payors sometimes offer clinicians who follow standard proto- 
cols. Clinicians should aim for a balanced discussion of these issues, appre- 
ciating that clients often have little option but to use third-party payments 
or governmental systems and recognizing that some external funding sys- 
tems aim for quality along with cost effectiveness. 

Third, clinicians need to clarify to clients that both ethical and legal 
standards demand that their clinical recommendations regarding therapy 
be determined separate from payment considerations (Appelbaum, 1993). 
Indeed, virtually all managed care contracts include language that explic- 
itly states that clinicians are responsible for making treatment decisions 
in the best interests of the client and that they not allow financial consid- 
erations to influence them to suggest treatments inconsistent with client 
welfare (Appelbaum, 1993; Welfel, 2001). Clients have the right to choose 
to accept or reject the protocols acceptable to payment sources and to 
know whether the therapist views those protocols as potentially helpful 
to the client. 

Finally, clients should be informed about their options if they are not 
profiting from therapy or are dissatisfied with their therapeutic progress. 
They have the right to discuss their concerns with the therapist and to re- 
fuse to engage in treatments they believe unhelpful. Disclosure of this right 
is especially important in brief therapy in which client commitment to the 
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process and honest communication about therapeutic impact is so essen- 
tial to ultimate effectiveness. 


TERMINATING THERAPY RESPONSIBLY 


In contrast to traditional psychotherapy in which the point of termination is 
frequently uncertain at the initiation of service, in brief therapy a specific 
number of sessions are often planned for, either because that is the design 
of the model or because the client does not wish to continue beyond the 
point for which outside payment is available. The major ethical challenge of 
termination occurs when the planned treatment has not been successful, 
but additional sessions can occur only with unacceptable financial costs to 
the client or to the professional. Consider the following case. 


A client diagnosed with an episode of major depression (moderate severity) 
is allotted eight sessions of reimbursement for psychotherapy by his insurer. 
Both client and therapist agree to this schedule at the onset of service. At the 
end of the sessions, progress has been made but significant symptoms per- 
sist. The client no longer feels suicidal and has begun better self-care but has 
been unable to fully resume normal activities and still experiences frequent 
episodes of low mood, irritability, fatigue and insomnia. However, repeated 
appeals for additional reimbursable sessions to address the ongoing symp- 
toms are denied and the client has little money to assume the costs of further 
sessions. Therapist and client are meeting today to discuss the situation. 


The therapist has several options here: offer free or low-cost services, 
terminate therapy, or refer to another professional or agency within the cli- 
ent’s budget. The ethical standards offer some direction here (e.g., APA, 
2002, Section 4.09) by mandating professionals to discuss termination is- 
sues with clients and to arrange for referrals as needed. The ethical chal- 
lenge embedded in this and similar cases is to make an objective judgment 
about whether continuing service is still needed and if so, who can compe- 
tently provide it. If ending treatment at this point presents a reasonable risk 
of harm to the client or others, then the therapist is well advised to provide 
such service regardless of the financial cost or find the client competent 
service elsewhere. Clinicians may discontinue free or low-cost care at the 
point that clients no longer pose a risk to themselves or others even if the 
client refuses referrals to alternative low-cost service, provided that clini- 
cians have discussed termination with the client and the client understands 
the options available. 

This case reveals another important point related to the ethics of termi- 
nation in brief therapy. Therapists risk noncompliance with ethical stan- 
dards when they fail to appeal denials of additional reimbursement to third- 
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party payors if they believe the judgments of the reimbursers to be incon- 
sistent with adequate care for the client (Appelbaum, 1993). In some juris- 
dictions, a legal duty to appeal denials of reimbursement exists. Appelbaum 
(1993) suggested that therapists should always seek a reversal of the denial 
at the first level of appeal if they believe termination of care would not be in 
the client’s best interests and recommended continued appeals at higher 
levels in circumstances that indicate substantial risk of harm to clients if 
care is ended. A client whose risk of suicide has not substantially abated or 
a client with an unresponsive eating disorder that is severely compromis- 
ing health and functioning are two instances that seem to justify multiple 
appeals to a reimburser. 


ADAPTING BRIEF THERAPY TO LEGAL MINORS 
AND VULNERABLE OLDER ADULTS 


A professional’s ethical duty to provide competent care in the best inter- 
ests of the client does not waiver when the client is a legal minor or an 
older person incapacitated by a decline in mental functioning. However, the 
ethics of confidentiality and consent become more complex for both popu- 
lations. For minors, the complications arise both from their limited legal 
rights to privacy and the rights of parents and guardians to make decisions 
on behalf of the minors for whom they are responsible. This circumstance 
does not impede therapy when parents make treatment decisions on the 
basis of the best interests of their children and when they recognize the de- 
veloping maturity of adolescents approaching the age of majority. Unfortu- 
nately, parents do not always place their children’s welfare as the highest 
priority and do not always acknowledge the increasing maturity of their ad- 
olescents. Nor do teenagers always accept the legal rights of their parents 
to make decisions for them. These realities are the source of thorny clinical 
and ethical challenges for psychotherapists. Current ethical standards offer 
professionals little specific guidance for working with minors except to re- 
quire them to obtain consent appropriately from parents or guardians and 
to seek assent from clients unable to give consent (APA, 2002). The codes 
also remind professionals to differentiate the client from other interested 
family members and to disclose no treatment information to those without 
a legal right to it (APA, 2002). 

Ethics scholars offer additional recommendations for responsible work 
with minors that are widely accepted (Gustafson & McNamara, 1987; Taylor 
& Adelman, 1989). First, Taylor and Adelman (1989) recommended that cli- 
nicians seek waivers from parents or guardians of their rights to all infor- 
mation from therapy because effective intervention is highly dependent on 
trust in the therapist, and trust cannot be established with teenagers with- 
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out some assurance of confidentiality. Clinicians should view enlisting pa- 
rental agreement to therapy for their child as their first agenda in treatment 
and should recognize that continuation of therapy is dependent on parental 
comfort with it. Therapists who reassure parents that they will be informed 
in the event that their child represents a danger to self or others and that 
their goals are similar to the parents’ hopes for their children have a higher 
probability of successful treatment. The rules by which treatment will pro- 
ceed should then be made clear to the minors. Second, when minor clients 
are close to the age of legal maturity, many jurisdictions allow for them to 
seek treatment independent of parental consent (Rozovsky, 2000; Taylor & 
Adelman, 1998). One of the justifications for this freedom is the fact that ad- 
olescents are sometimes capable of understanding the benefits and risks of 
treatment as well as adults (Gustafson & McNamara, 1987). Clinicians, there- 
fore, need to be well informed about such statutes so that they can make 
appropriate decisions about care. Third, in the event that the best interests 
of a minor seem to conflict with the goals of the parents, clinicians’ first 
duty is to protect the minor. When parental actions place a child at risk for 
harm, therapists must intervene to keep the child safe according to most 
statutes that define child abuse and neglect (Kalichman, 1999). 

For older persons with declines in mental functioning the ethical chal- 
lenges stem from their reduced capacity to make informed decisions about 
their treatment and from the extensive involvement of family members in 
their lives. Therapists cannot conduct consent or handle confidentiality 
matters without considering these realities. Therapists’ first responsibility 
is to competently assess the client’s capacity to consent to treatment and 
then to grant this population of older adults as full a measure of responsi- 
bility for making treatment decisions as possible. According to several re- 
search studies (e.g., Danzinger & Welfel, 2000; Gatz & Pearson, 1988; James 
& Haley, 1995), therapists are not immune from allowing age bias to impact 
diagnostic and treatment decisions. In fact, many professionals express dis- 
interest in treating older adults (Busse, 1994) and mistakenly assume that 
they are unlikely to benefit from therapy when in fact they are more open 
to therapeutic change than many adults at midlife (Visser & Krosnick, 1998). 
Next, clinicians need to clarify their role with family members if individual 
therapy appears to be the treatment of choice. They may disclose confiden- 
tial client data only with the consent of a competent client. When a client 
has cognitive deficits that make legal consent impossible, a legal represen- 
tative (usually a family member) needs to provide substitute consent. Even 
in that circumstance, clinicians reveal client disclosures only to the extent 
necessary for effective treatment (APA, 2002). Older adults do not lose all 
their rights to privacy and dignity when their intellectual and physical func- 
tioning are compromised. An older adult’s complaints about the behavior 
of his or her caregiver, for example, may be communicated to family only if 
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such an action is likely to benefit the older adult and is directly related to 
the therapeutic goals. Finally, because many jurisdictions in the United 
States and other countries mandate reporting of elder abuse and neglect to 
the authorities (Quinn & Tomita, 1997; Welfel, Danzinger, & Santoro, 2000), 
therapists need to be alert to their legal responsibilities when treating older 
adults who may be vulnerable to such abuse. 


SUMMARY 


The central ethical challenge for therapists conducting brief therapy is to 
objectively assess their personal motives for choosing time-limited inter- 
ventions so that they can overcome the influence of self-interested consid- 
erations in selecting this treatment and confirm that it is truly appropriate 
for the client’s diagnosis. Once clinicians have resolved this issue, responsi- 
ble care requires competence in the modality, careful attention to client 
progress, and the avoidance of the appearance of abandonment of clients 
when making decisions about termination. Consent procedures ought to be 
designed so the clients understand their rights and the benefits and risks of 
brief treatment. If confidentiality is limited by the involvement of third par- 
ties in payment for services, therapists are responsible for explaining these 
restrictions to clients and for advocating for as unobtrusive a role of third 
parties as possible. 

When working with minors, their immaturity and limited rights to pri- 
vacy affect every phase of individual treatment. As a result, clinicians must 
work proactively with parents to serve children’s best interests and should 
grant adolescents as generous a portion of confidentiality and freedom of 
choice about treatment as possible. When the client is an older adult whose 
functioning is compromised by mental decline, clinicians should first clarify 
the degree to which the client can make independent decisions regarding 
treatment. When cognitive deficits require extensive family involvement 
and disclosure of client information, the client should be informed of that 
involvement. Moreover, clinicians should keep in mind that even when cli- 
ents have cognitive impairments they do not lose all rights to privacy. 


THE CASE OF JUNE 


Questions are posed for discussion based on this chapter and the case 
study of June. Given what you have read in this chapter about responsible 
practice, what would the initial discussions with June on the topics of in- 
formed consent, confidentiality, and payment for services have been ex- 
pected to include? June’s need for psychotherapy is closely tied to her med- 
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ical issues. Consequently, communication with her physician and other 
medical professionals is likely to be important to her continued health and 
progress in therapy. What ethical dimensions, if any, do you see to consul- 
tation with others on June’s health care team? Sessions with this client 
were limited to nine. What client behaviors or comments that could have 
been made would signal to you that termination at this point might be ade- 
quate or inadequate? In this kind of short-term therapy that is focused on 
one major goal, many other important issues related to life satisfaction are 
often not explored or resolved. In this case, the client’s readiness or willing- 
ness to find and keep meaningful work was not defined as a treatment goal. 
Should therapy have been extended to address such issues of life satisfac- 
tion even if it raised the immediate cost of treatment? Should the govern- 
ment (or insurance companies in other cases) take on the financial respon- 
sibility for such life satisfaction issues? 
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This will likely be the least documented chapter of this book. There is a 
dearth of research into therapeutic effectiveness with older adults or even 
documented discussions of clinical experience. Although there have been 
recent considerable gains in developing methods in psychological assess- 
ment with older adults, the field of geriatric psychotherapy has lagged far 
behind. This is particularly true of psychodynamic approaches to working 
with older adults, and by the same token, discussions of brief psycho- 
dynamic methods with older adults are almost nonexistent. Despite Freud’s 
(1905/1953) classic opinion that older persons have very limited capacity 
for psychoanalytic exploration, most clinical gero-psychologists strongly 
challenge such a pessimistic view (Duffy, 1999b; Semel, 1996). 

A more hopeful picture of the possibility of providing psychotherapy to 
older adults emerges when one considers that psychotherapy with older 
adults is much more the same than different from other age groups. Al- 
though there are important cohort, situational, and developmental differ- 
ences, the fundamental dilemmas and strategies of human beings seem to 
be consistent across the wide span. Unfortunately, many therapists, espe- 
cially prior to the incentives provided by Medicare reimbursement of psy- 
chological services, felt ill equipped to attempt psychotherapy with older 
adults. In particular, self-imposed limitations have led many experienced 
practitioners as well as trainees to shy away from doing psychodynamic 
psychotherapy with older adults. 
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The fact that there is relatively little psychotherapy, or indeed any psy- 
chological services, delivered to older adults is not entirely due to neglect 
by the professional community. Many contemporary older adults seem to 
be reluctant to seek out the services of counselors and psychotherapists. It 
seems likely that this reluctance is not so much based on the developmen- 
tal nature of late life but is rather a feature of the current cohort of older 
adults for whom the notion of mental health and especially of psychother- 
apy is, at best, unknown and at worst a foreign and uncomfortable notion. 
Most referrals for psychotherapy come from religious pastors, physicians, 
and especially family members who are concerned about their own mental 
health and well-being in dealing with the stresses of living with and caring 
for impaired older family members. Consequently, one may expect that in 
the future the call for psychotherapy services for older adults will increase. 
Thus, cohorts like mine that have grown up with a concept of mental as 
well as physical health will seek service directly in that domain. 

The body of the chapter addresses a series of psychodynamic themes 
that seem particularly pertinent in working with older adults in psycho- 
therapy. However, many of these psychodynamic themes have easy appli- 
cation to psychodynamic therapy in other phases of life. I believe that 
fundamental psychological processes transcend age as well as gender, 
culture, ethnicity, and socioeconomic status. When the therapist has con- 
nected with the salient psychological themes in the client then there is a 
contact with universal human experiences that transcend, or lie beneath, 
these differences. 


BRIEF PSYCHOTHERAPY WITH OLDER ADULTS 


A factor in the length of psychotherapy must be the personality makeup 
of the client. I believe in some cases that my longer term clients are char- 
acterized not so much because of the seriousness of their concerns, but 
with their tolerance, appreciation, and need for the intensity of the psy- 
chotherapeutic relationship. It has been suggested that the reason why 
clients may choose long-term therapy is because of the satisfaction that 
they have felt in the initial short-term encounters. On the other hand, 
there are many clients who need therapeutic interaction but for whom 
such interaction poses an intolerable burden directly related to the na- 
ture of their disorder. This may be especially true for clients who manifest 
the schizoid quality in relationships. Such clients may reach for help in 
times of crisis or desperation but will be ambivalent and resistant in sus- 
taining a commitment to a therapeutic relationship. Again, even if the 
therapeutic relationship is successful, these clients are likely to prefer pe- 
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riodic therapeutic interludes, adjusted to their felt need and tolerance 
rather than a sustained course of therapy. 

It is possible to identify a situation that may apply specifically to older 
clients. There can be a sense of urgency that leads older clients to be un- 
comfortable with a long-term process (Gorsuch, 1998). Such older clients 
are frequently “timekeeping” in the sense that their level of comfort in the 
process of psychotherapy, which is already alien to them, is strained by a 
process that lasts more than 12 to 15 weeks. However, this is not intended 
to give the impression that only brief psychodynamic therapy, with brief 
sessions, is workable in later life. This is not the case. Stereotypic views of 
aging, rather than experience, lead to the impression that older adults are 
not inherently capable of extended therapeutic relationships. Many older 
adults have the same tolerance for long-term therapy as younger adults. 

Finally, as older persons may be more likely to have limited incomes and 
opportunities, it is important to consider how cultural and socioeconomic 
factors may also impinge on the length of therapy. In my supervision of 
therapists in a clinic for low-income mental health patients, many of whom 
have significant dysfunctions related to impoverished life situations, there 
is discordance with the conventional culture of psychotherapy including 
the idea of regular appointments and multiple sessions. We as therapists 
encounter clients who live from day to day both economically and psycho- 
logically. They experience stress to such an extent that they contact a men- 
tal health professional but bring no expectation of ongoing process beyond 
the alleviation of the immediate need. In other words, if they felt helped and 
sufficiently changed by one or two therapy sessions, they had little sense of 
the need of continuity. 

Therapists have grown up in a historical cohort, which is appreciative of 
psychological life and discussion. Older adults and those who have experi- 
enced very few of life’s resources do not share such comfort or expecta- 
tions. However, this does not imply that people who are old or poor or both 
have limited experience of the interior life. However long sessions last, if a 
therapist engages a client at a fundamental level of psychological experi- 
ence in the world of intimacy, caring, love, trust, and so forth, then a 
psychotherapeutic bond can be effective and maintained. This is a univer- 
sal language. 

In work with older patients, therapists may need to reevaluate cultural 
and cohort expectations that psychotherapeutic change necessarily occurs 
in weekly, 50-min sessions that occur in the relative calm of a quiet office 
with soft lighting and comfortable chairs! It can be helpful in training to 
have therapists work in nontraditional settings such as community clinics 
and nursing homes so that they can appreciate what is most fundamental 
about therapeutic change as opposed to its more usual trappings. In pro- 
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viding psychotherapy training and supervision to doctoral students in the 
hurly-burly of nursing homes, | have found that the very difficulty in estab- 
lishing the usual time frame, context, and client expectations helps enor- 
mously to break through to an understanding of the fundamental principles 
of psychotherapy as a naturalistic process that can occur in any environ- 
ment in any period of time. 


PSYCHODYNAMIC PROCESS 


In this section, I articulate the psychodynamic approach and concepts 
that will inform the various psychodynamic themes that follow. In my 
view, the psychodynamic approach represents a process rather than a 
specific theoretical content (Duffy, 1999a). Within this approach, the psy- 
chodynamic interview takes on an inductive rather than a deductive pos- 
ture. An inductive approach is not atheoretical, but rather theory is for- 
mulated on the basis of experience and observation. I believe that 
experienced psychotherapists who have practiced continuously for many 
years, despite their theoretical self-identity, will tend, often implicitly, to 
assume an inductive posture in psychotherapy. To do otherwise is to ex- 
clude many important data that do not fit within the parameters of a 
given, limited theory. This is especially important when working with 
older adults, as theories generally have been based on consideration of 
clinical experiences with younger or middle-aged adults. 

Clinical experience also seems consonant with the current “common fac- 
tors” approach, which is quickly overtaking theory-based approaches in ex- 
plaining consistent equivalence data in recent psychotherapy research 
(Wampold, 2001). The results of the exploration into these common factors 
in psychotherapy have yielded many strands of therapeutic influence, 
which are clearly interpersonal and psychodynamic in nature. It can also be 
said with confidence that these factors focus on the process (the how) 
rather than the content (the what) of therapeutic interaction. This means 
that therapists who may designate themselves as behavioral, cognitive, or 
psychodynamic are having implicit effect on the psychotherapeutic proc- 
ess that is often beyond the explanatory capacity of their own theories. 

However, research exploring the existence and effectiveness of common 
factors in psychotherapy, rather than the effectiveness of discrete theoreti- 
cal approaches, does so from a nomothetic point of view. In other words, 
when the participants and data are aggregated (e.g., in medical and analyti- 
cal research), it is correct to draw the conclusion that across the treatment 
groups there are no appreciable differences among theoretical approaches. 
However, if one approaches the data ideographically, and looks within an 
individual client or research participant, then one might likely see a differ- 
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ent picture. In other words, at the ideographic level it is quite possible that 
a particular psychotherapeutic approach (e.g., cognitive, behavioral, psy- 
chodynamic) might be more effective in producing change in a particular 
client. This is reminiscent of a classic research in the 1960s suggesting an 
approach to client assignment, which asked the question “Which theoreti- 
cal approach will work best with this client and with this problem?” (Truax 
& Carkhuff, 1967). Also, I might add, with this therapist. It is increasingly evi- 
dent that the disposition of a therapist to choose a particular theoretical 
approach, and even choice of a patient group to work with, may very well 
be a function of his or her own temperament and personality style. 

As mentioned earlier, an inductive stance allows the therapist to be open 
to a variety of explanations of behavior from the simple to the complex and 
to adopt a more parsimonious choice of therapeutic approach. This is par- 
ticularly relevant in working with older clients who have a severe degree of 
cognitive impairment. As the higher cognitive processes of the brain be- 
come impaired, the pattern of behavior change moves from the complex to 
the simple. Complex psychodynamic explanations and interventions give 
way to the need for classical or operant conditioning techniques to provide 
assistance, for example, with retraining basic vegetative functions such as 
toileting and eating (Hussian, 1981). 


PSYCHODYNAMIC THEMES 


Transference and the Older Patient 


Transference will occur in psychotherapy regardless of the age of the client 
or therapist. Two brief case illustrations will underline this process. Some 
years ago I was providing psychotherapy for an older woman in her home 
at the request of her adult daughter. Although within the litigious and 
somewhat formalized world of psychology home-based psychotherapy is 
rare (unlike the more flexible practice patterns of social work), it is often 
the case that therapists will not be able to provide psychotherapy services 
to older adults unless they are willing to provide them in nursing home or 
home-based formats. However, although the anxious concern of psychol- 
ogy may be overstated, it is important to remember that home-based ser- 
vices have some hazards. In this particular case I was providing short-term 
dynamic psychotherapy to a client who was perhaps 87 years old and I re- 
call at a poignant moment in the therapeutic process the client asked if I 
would kiss her—and a passionate kiss was clearly implied! After hopefully 
sensitive management of the moment I was able to conclude the therapy 
session without the client feeling rejected and with my virtue intact! This 
was a sharp reminder to me both of the inevitable transferential elements 
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in psychotherapy at any age as well as the importance of context in psycho- 
therapy. 

It may well be argued, of course, that this is an example of a dysfunc- 
tional real relationship rather than an example of transference. However, I 
believe that the following case will suggest the likelihood that such events 
in psychotherapy with older clients are of a transferential nature. In the sec- 
ond case, I was again providing home-based psychotherapy to a lady in her 
mid-80s who had lost her husband quite traumatically when he died in her 
arms as they waited for emergency medical services following a heart at- 
tack. She was referred to me because of a clinical depression associated 
with the complicated bereavement this experience had engendered and 
also because the family, on the death of her husband and their father, im- 
mediately sold her house, dispersed her belongings and furniture among 
the family, and moved her 300 miles away from home to be close to them. 
She had promptly gone into a significant depression that had led the family 
to seek help. Because I was already providing service to a wheelchair- 
bound patient in the same facility, I expressed my willingness to provide in- 
home service to this new client. This suggestion was also prompted by the 
fact that my new client was quite ambivalent about receiving psychother- 
apy and the prospect of leaving her home to go across town with marginal 
driving skills to a outpatient office would in all likelihood have convinced 
her to refuse therapy. During the course of the psychotherapy, it became 
clear to me, as I attended to interpersonal process signals, that my client 
had a distinctly childlike and hysteroid personality style, which was proba- 
bly exacerbated by the loss of her husband. As expected, these dynamics 
played out in a transferential way in the therapeutic relationship and be- 
came an important vehicle for conducting therapy. 

Transference enactment thus was associated with an increased intensity 
in the psychotherapy relationship and at the same time provided an oppor- 
tunity for stabilizing and correcting this emotional relational experience. 
From an emotional and psychological point of view I, though much younger 
chronologically, was the “older” of the two as her behavior at times ranged 
from flirtatious to petulant in the manner of a young adolescent girl. Grad- 
ually over time the adult part of her personality, always implicitly present, 
began to take a prominent role in the management of her own affairs. She 
surprised her family members and me by expressing her determination to 
return to her hometown where she had lived with her husband and friends. 
She developed plans to register for a residential cottage community in that 
town and personally attended to details like wall color, painting, carpet, 
and so forth in her projected home. Strategically it was important not to 
dissuade her from these plans because any opposition would have likely re- 
inforced them, although the family and I had doubts whether she would fol- 
low through. In fact she did follow through and made a successful and 
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happy transition back to the home of her husband and marriage. The trans- 
ference reflected her previous limited experience of intimacy and subse- 
quent working through was a means of enabling her to establish a more ma- 
ture relationship with me over time and allow her to make adult decisions 
and plans. 

These factors indicate something of the challenge of tolerating and work- 
ing with the countertransference with a client who is many years older than 
the therapist. It becomes a significant challenge both for trainee and experi- 
enced therapists to work with older adults in a manner that accepts these 
psychological positions even though they may engender some discomfort 
in the therapist. One of the most debilitating factors in therapists working 
with older clients is the tendency to handle the relationship in a way that ei- 
ther infantalizes or parentifies the older adult. In other words, the chrono- 
logical distance between the two persons is sometimes handled by “talking 
down” to the older adult, coping with the disparity by diminishing their 
power and role so as to make the relationship manageable. Or, conversely, 
the discomfort with the older client might be handled by assuming the role 
of child-to-parent and positioning oneself in an overly submissive and com- 
pliant posture, which is not needed or desired by the older client. 

This type of reaction to transferential feelings is very much a reciprocal 
process. The classic tradition in understanding transference is to assume 
that the transference predominately happens in the client and the therapist’s 
countertransference is secondary to that. In inexperienced therapists work- 
ing with older adults, it would be more accurate to suggest that the trans- 
ference often occurs primarily in the therapist, and that the older client, in 
coping with the inappropriate posture, can be described as countertrans- 
ferential. It is critical that the psychodynamic therapist read the transferen- 
tial situation calmly and nonreactively and maintain a clear adult or parental 
posture toward the client even though they may be 50 years senior. When an 
older client accepts psychotherapy and brings psychological needs to the ta- 
ble, it is a disservice to the client to be immobilized by therapist transferen- 
tial reactions, which either diminish or disempower the client. 

If transference is a naturalistic phenomenon that occurs universally at 
the point in which a relationship becomes psychologically significant, then 
it will take place independent of the intended style or purpose of the thera- 
pist. In the traditional psychoanalytical view of transference, it is encour- 
aged and assisted by a nondirective and somewhat obscured presence of 
the therapist. Indeed, it may be helpful in the initial phases of therapy for 
the therapist to be present in a somewhat “veiled” manner to not disturb 
the development of and emergence of transferential material (Kell & Muel- 
ler, 1966). Transference will occur vigorously, however, even despite a very 
directive style in the therapist. In other words, transference occurs through 
one’s need as a person or client to construe the world as one needs it (or 
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fears it) to be and people are very little dissuaded by the tolerance or reac- 
tion of those around them. Therapists and their clients are quite capable of 
construing the world and relationships in the way they see fit or can toler- 
ate—despite evidence to the contrary! This means that the psychodynamic 
therapist with older clients, even in brief psychotherapy, will encounter 
transferential experiences whether he or she assumes a classic veiled pos- 
ture or an active intervention posture. Understanding how the client is con- 
struing us as therapists—seeing ourselves through the client’s eyes—will al- 
low us to assume a corrective therapeutic posture that will enhance and 
correct the previous lived experience of the client. 


Exploring Early Experiences 


It is interesting that books written by gerontologists and even by psycholo- 
gists providing psychotherapy for older adults tend to concentrate on psy- 
chotherapeutic issues that occur in late life itself. Therefore, for example, 
the topics often cover such issues as death and grieving and reaction to ill- 
ness and so forth. Although these issues do have meaning in the lives of 
older adults, they most frequently constitute situational factors that can be 
stressful but are rarely core psychotherapeutic issues and themes for older 
adults. Generally, in the latter part of life we come to be quite well adjusted 
to the notions of death and dying and the decreases in function that fore- 
shadow it. Somewhat humorously, it seems that death anxiety and fear of 
death are much more likely to be the concerns of middle-aged psychothera- 
pists and authors than of their older clients. Generally, older people are 
quite competent in the domain of dying—it is younger adults, especially 
middle-aged adults who, recognizing the finality of life, begin to develop a 
greater or lesser degree of acute awareness of their own finality and death 
(Duffy, 1999b). Gradually, as mid-life extends into late life, these fears be- 
come reality tested and are taken in stride. In actual fact, for the older adult 
who accepts or seeks psychotherapy, it is much more common that the 
central therapeutic issues relate to unfinished issues in earlier life. Older 
clients turn not infrequently to early developmental experiences that may 
have been inadequately coped with and have been veiled in the hustle and 
bustle of adult life, parenting, and a professional work life. In other words, 
clients who are older adults are quite good at issues of late life and are 
more likely to be concerned with still prevailing developmental issues of 
youth and childhood even though they may be implicit and not be ex- 
pressed in that manner. 

Again, two brief psychotherapy cases help illustrate the concept of unfin- 
ished early life issues. In the first case, I was asked to see Veronica in the 
nursing home because of a series of acting out behaviors that had caused 
uproar among nursing home staff. Namely, she reportedly (being inconti- 
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nent) had been hoarding soiled diapers (of both varieties) and storing them 
under the covers in her bed and on occasion wearing them as a hat walking 
down a corridor. Having strategically avoided the trap of opening my ses- 
sion with a discussion about her acting-out behavior, I worked on engaging 
Veronica in a hopefully pleasant and engaging therapeutic relationship to 
which she (surprised by my nonconfrontation on the presenting problem) 
had accepted with some surprise and good humor. Although she had ob- 
jected to the therapy and was only convinced to agree by the staff’s threat 
that she would otherwise be evicted from the nursing home, she was sur- 
prised to find herself enjoying our session. Her acting out behavior and the 
uproar that it had engendered in her family and nursing home staff (al- 
though not so much among residents) pointed to the presence of a pro- 
nounced personality disorder. As I opened the story of her life, and specifi- 
cally her early life, she revealed an impoverished early life in which she had 
lost a father to an early death and experienced a relationship with her 
mother that was apparently nonnurturing and detached. Most painful to 
her was the sense that her mother had a warm and intimate relationship 
with her younger sister, all of which led to a childhood sense of aloneness 
and anger. During her subsequent married life to a man who clearly 
parented her through difficult times, she was relatively unassertive with 
adults and fairly punitive with her own children, three adult daughters 
(who I also saw from time to time in family sessions or through telephone 
consultations). In her early life she had been relatively submissive, al- 
though manipulative with her husband, and replayed with her own daugh- 
ters the same detached relationship she had experienced with her own 
mother. It then seemed that in her late life, under the authoritative institu- 
tionalized conditions of a nursing home, her latent aggression at her 
mother and her life began to emerge, stimulated by the constraints and crit- 
icisms leveled by nursing home staff. It became critical to understand the 
early and psychologically still present dimensions of her life experience in 
explaining her current behavior. The psychotherapeutic relationship al- 
lowed her, even though not initially confronted about her behavior, to 
cease her acting out behavior and settle into a more constructive, although 
hypervigilant, relationship with nursing home staff. 

A second case, which illustrates the importance of early, unfinished, and 
still psychologically present experiences, occurred in the case of my own 
mother. During her late 80s in her nursing home environment she gradually 
developed a typical dementia, which involved cognitive confusion, and con- 
siderable agitation, which was inconsolable without the assistance of major 
tranquilizers. In moments of lucidity in our conversations, my mother clear- 
ly expressed concern over whether her own mother loved her as a child. 
This anxiety had special poignancy for me because I knew that in her early 
teenage years growing up as the oldest girl in a large and poor Irish Catho- 
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lic family, she was adopted out to a childless couple as a means of provid- 
ing her with education and well-being. This custom, in which large families 
would be helped by childless families, was not unusual in that period and 
culture. However, not surprisingly, I found that my mother had at some 
level always wondered whether she was given away out of love or disinter- 
est. This remaining anxiety-laden question of whether she was loved by her 
mother seemed to endure even during a period of cognitive confusion. This 
experience served for me as a powerful reminder of both the enduring pres- 
ence of early life experiences and also of the continuity of emotional and 
psychological life even when logical and language life processes are dis- 
rupted through dementia. 

These situations also help clarify a classic debate within psychody- 
namic theories and therapy systems. The seeming endless preoccupation 
with whether or not past history is necessary in the process of psycho- 
therapy, in the light of these cases, becomes the wrong question and 
therefore a red herring. Any experience, whatever the chronology, which 
is psychologically significant now, is important within the psychotherapy 
process. Chronological time ceases to be important when one considers 
salient psychological material. In both of these cases it was because these 
early, unfinished experiences still held powerful emotional impact that 
they became important in understanding and (indirectly) dealing with in 
the psychotherapeutic process. Then and now becomes irrelevant in the 
world of the psychological present. 

In coming to a thorough understanding of client dynamics, it is helpful to 
have a sense of psychological trajectory. In attempting to understand the 
meaning and the forces that shape current psychological and external be- 
havior, and therefore developing accurate therapeutic strategies, the re- 
counting and reexperiencing of early and late life experiences becomes crit- 
ical. Encouraging older clients to tell their story, which, as is seen in the 
discussion of reminiscence, has implicit psychological benefits in and of it- 
self, allows the therapist to gain an accurate sense of psychological proc- 
esses, which assists in developing therapeutic strategy. 

The recounting of early life history is not necessarily an extensive proc- 
ess and may take very little time in the psychotherapy process. It will likely 
be woven in and narrated as needed as the therapy progresses. Also, atten- 
tion to early life experiences does not in all cases need to receive explicit 
discussion. In some cases the topic will be studiously avoided by the older 
client and will become noticeable and meaningful in its very absence. For 
example, in the atypical situation in which an older adult has a heightened 
anxiety about death, then this will be clinically meaningful. In such cases it 
may well be that a veiled anxiety masks an early history, which a client is 
unwilling to express. In this case the therapist, based hopefully on many 
parallel experiences, can make some accurate guesses about the early life 
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experience of this patient. As the case described earlier of the older client 
who sought a “romantic” response, I was not surprised to find later from a 
family member that this client had been sexually abused as a young child. 
Even though this was not a topic of our discussion and had been masked 
during adult life, it was evidently a sign of symptomatic promiscuity that 
had resurfaced in late life, probably due to a lack of social constraint. 


The Role of Interpretation and Insight 


Interpretation and insight hold an honored and much deserved position in 
mainstream psychodynamic psychotherapy. The capacity of a client to gain 
insight through interpretation becomes an inclusion factor for appropriate- 
ness for psychotherapy. 

In another scenario in which a client would be most willing to be given a 
diagnostic label and interpretation, the therapist should use caution. The 
very possession of a diagnostic label or interpretation can work against any 
further exploration of the problem and provide disincentive to take thera- 
peutic action. If I can announce that I now understand my problems and rec- 
ognize the importance of childhood trauma in the development of adult 
problems, I can handily forestall any need to make therapeutic change or 
take responsibility for my own behavior. In this way the therapist who pre- 
maturely interprets or diagnoses a problem can have the effect of “capping” 
or sealing off the emotional process that should be open to exploration 
(Mueller & Kell, 1972). Using interpretation to cap emotional experiences can 
also have a self-protective effect for any therapist who is ambivalent about 
exploring intense emotional feelings with the client. To give a diagnostic la- 
bel, for example, depression, can prematurely close down the many different 
and powerful feelings that may be masked by the presence of depression. 

The other question identified previously is, Is insight itself necessary for 
change? My answer to this question is no. I can think of many situations in 
which clients have been able to reshape their approach to life without any 
clear understanding of the dynamics of change. This is where the concept 
of reinforced behavior is pertinent. Certainly in the case of serious person- 
ality dynamics, such as borderline dynamics, clients will have a relative in- 
ability to understand the basis for their behavior. In these situations we can 
often make headway by behavior rehearsal of the desirable behavior so 
that our client can act “as if” and learn some new behaviors that can gradu- 
ally become internalized. 

Reexperiencing the problems in what has been called a “corrective emo- 
tional experience” can be another important dimension to therapeutic 
change. In the case of a cognitively incapacitated older client or a child cli- 
ent, for example, it is not reasonable to expect a clear insight into the dy- 
namic basis of behavior problems. However, in the course of a significant 
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therapeutic relationship, the older person or a child can come to trust, to 
feel safe, to learn to relate in ways other than manipulation, and so forth. In 
these cases change takes place because of a successful reexperiencing of 
fundamental psychological events. 

How do we decide when interpretation, insight, and understanding are 
useful and effective in psychotherapy? I believe that insight is particularly 
important with clients with certain personality styles. Some people, includ- 
ing myself, have a strong need for “cognitive mastery.” There is a felt need 
to make sense of one’s life. This sense can lead to significant change. How- 
ever, other personalities find little help or solace in understanding the 
problem areas. They seem to have a more pragmatic satisfaction with the 
effects of change strategies and seem untroubled by a desire for under- 
standing psychological dynamics. In fact, cognitive mastery that some cli- 
ents seek and find useful can be understood again as “constructive meaning 
making.” Interpretation serves not only literal truth but also has a role in in- 
ternal construction of meaning. Especially when given with authority by the 
therapist, an interpretation may be effective in making sense of a person’s 
life and problems. 

A final comment about interpretive process is relevant here. In the clas- 
sical psychoanalytical tradition it seems that the interpretation is a product 
of the skill, insight, and ingenuity of the therapist. The therapist continues 
in an investigative mode asking questions, calculating critical angles, and 
developing an interpretive scenario, which eventually is presented to the 
client. Many of us as therapists and as clients have had the experience, 
however, of finding that this delivered interpretation is ill fitting rather like 
a suit of clothes that is almost but not quite an exact fit. The interpretation 
lacks idiosyncratic form and personal definition. In my experience, a much 
more effective way of reaching an interpretation is to proceed in a collabo- 
rative manner. Insights are shared in a tentative and provisional manner 
with the client as they take shape but before any final interpretive conclu- 
sion is reached. This incremental process allows the client to join in the 
process in a collaborative manner—changing a word here and there that 
better captures the inner experience and makes the “suit fit like a glove.” It 
is the product of this kind of interpretive process that both therapist and 
client have a sense of mutually achieved understanding. In this scenario it 
is also more likely that the interpretation is viscerally understood and is 
not just an intellectual formula, which has little effect on behavior. 


Working With Personality Problems 


In recent years the advent of managed care constraints and the subsequent 
response of our profession to place emphasis on empirically supported treat- 
ments have led to an overemphasis on Diagnostic and Statistical Manual of 
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Mental Disorders-IV (DSM; 1994) Axis I symptomatic problems. Symptomatic 
problems such as anxiety and depression are relatively easily resolved 
through specific therapies or medication and thus have been the easiest 
sphere in which to demonstrate therapeutic effectiveness. DSM Axis II, person- 
ality problems, has been therefore eclipsed in recent years. Also, many public 
mental health programs, such as that in Texas, give little priority to personality 
disorders even though these constitute a large proportion of needed services. 
In the world of the nursing home and services to older adults, personality 
problems tend to consume a majority of the time and concern of staff mem- 
bers. It becomes important then to recognize the need for psychotherapy of 
the personality disorders, especially among older adults. 

An important aspect of personality may be described as the “basic oper- 
ating style”—usually interpersonal operating style—that a person has devel- 
oped in coping with their life’s situational, developmental, and interper- 
sonal challenges. This may yield a dysfunctional adaptation as the person 
develops coping techniques such as developing a pattern of manipulation, 
distrust, or hypervigilance; or, in dealing with the world’s lack of respect 
and compassion, the older adult may have developed a safer “good boy” 
posture in an often futile attempt to gain affirmation and self-esteem. 

Gerontological research over many years has shown convincingly that 
there is a basic consistency of personality across the life span (Rowsowsky, 
Abrams, & Zweig, 1999). The characteristics that were observed in older cli- 
ents demonstrate continuity with earlier parts of life. It may, however, be 
the case that these personality characteristics appear in a more extreme 
form in later life than existed in younger years in which social propriety de- 
manded veiling more extreme features. 

In working with older clients it becomes helpful to seek collateral im- 
pressions of adult children with regard to basic temperament and personal- 
ity styles of our older clients. In many cases adult children will point to an 
essential continuity, although not initially obvious, in their experience of 
their parents across the life span. There is, however, some evidence of a 
mellowing of extreme personality characteristics in the course of aging. Fo- 
rensic psychologists and those who work in the penal system, for example, 
point to the fact that there are relatively few “old” sociopaths in prison. 
This may be the result of a strengthening of the ego or self-concept that 
happens naturalistically over the course of development. However, some 
therapists see this as a diminishing of the acting out aspect of the disorder 
while leaving the internal personality problem relatively intact. In other 
words, there may be decrease of antisocial behavior, but the internal socio- 
path’s lack of altruistic regard remains. Both views are relevant, but my 
perspective on self psychology leads me to seriously consider the more op- 
timistic viewpoint that as the self strengthens over the life span then per- 
sonality dysfunction becomes redundant and lessens. 
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However, any therapist who works in the nursing home context will be 
aware of the resilience of narcissism in later life in the nursing home. I was 
also reminded of the resilience of narcissism in the life of Mark Twain. In at- 
tending his daughter’s wedding ceremony, Mark Twain could not resist the 
temptation to wear his bright red Cambridge University academic robes, re- 
cently awarded to him in an honorary doctorate. Even at this late, and os- 
tensibly mature, point of his life, Mark Twain apparently could not resist 
upstaging his son-in-law groom and making himself the center of attention! 
Working in an institutional context like a nursing home will repeat this kind 
of experience; it is difficult to stage a group activity without happening on 
several nursing home residents who seem bent on being the center of atten- 
tion and dominating all group processes. 


Developmental Readiness 


It is interesting that although a developmental perspective is highly conso- 
nant with a psychoanalytic viewpoint, the classic works of psychoanalysis 
are relatively impoverished in a sensitive understanding of developmental 
process (Messer & Warren, 1995). The developmental milestones that exist 
in the work of Freud, for example, are relatively static and reified (e.g., the 
Oedipal conflict) rather than dynamic. They can restrict a therapist who 
pays attention to developmental processes in a more idiosyncratic and in- 
ductive manner. In the work of Klein and Mahler (1967) one can begin to get 
a sense of developmental sensitivity that can truly guide the therapist. 

Understanding the client’s position in the developmental trajectory is 
helpful to the therapist in anticipating future behavior and experiences for 
the client. Armed with this developmental sense, the therapist can antici- 
pate not only the next developmental hurdles but also the likely reaction of 
the client to these challenges. As a specific example, a developmental sense 
of trajectory is extremely important in the use of suggestion as a psycholog- 
ical intervention. It is important to avoid making suggestions that are out- 
side the scope of a client’s developmental capacity at a given moment. 
Thus, to suggest to a socially immature adolescent that they are likely to 
overcome their shyness and meet friends easily in the near future, would 
be developmentally insensitive and produce a failure experience that could 
produce regression. 

Some aspects of the concept of development and developmental readi- 
ness need clarification. First, there is the difference between the client’s ac- 
tual and perceived development. There can be a significant difference be- 
tween the observed external level of development as indicated through the 
clients behavior and the client’s own self-perceived level of psychological 
development in the internal forum. A case will clarify here. Some years ago, 
Olive’s family and physician referred her to me with a severe depression re- 
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sulting from a complicated bereavement. At age 65 she had lost her hus- 
band of 40 years to a heart attack. It became clear that they had a co- 
dependent relationship in which she had essentially given over her life in 
his care and he covertly received emotional support by being the giver. She 
came from a parental environment in which her schoolteacher mother was 
very emotionally detached from her (while being regarded by other local 
children as warm and loving!). Not surprisingly, Olive has a highly anxious 
temperament, which was best described as a generalized anxiety disorder. 
Her marriage represented a haven and through it she received a significant 
amount of parenting from a Middle Eastern man who provided a gentle 
mantle of authority. When he died suddenly, even though the heart condi- 
tion was well known, she experienced a “parental” loss that threw her into a 
complicated bereavement. From Olive’s point of view she experienced her- 
self as totally bereft of any capacity to survive or thrive independently. Cer- 
tainly her self-perception and external symptoms would have led to an 
agreement with this portrayal. However, over time it became clear to me 
that this client had far more resources available to her than initially appar- 
ent to herself or to me. I became aware that my client, although seemingly 
developmentally delayed, actually had a developmental potential beyond 
the external facts. In fact she had experienced a “successful maternal 
parenting” (fathers are often “mothers”) in the marital relationship and for 
the past many years and was actually more able to manage an independent 
life than she realized. Marriage, as it often does, had compensated for im- 
poverished parenting. The evidence for these internal resources became 
clear over time, and even though she continued to see herself as a child in 
need of an adult protector, her life took on a shape that suggested she had 
indeed more resources and resilience than she or I had credited initially. 
She eventually began to make friends and travel internationally including 
to the Middle East to reconnect with her husband’s family. This case 
reminded me of a developmental phenomenon that has impressed me 
throughout my therapeutic career, namely to pay attention to the actual in- 
ternal developmental level as well as to the external chronological markers 
of development. 

Another important distinction in understanding human development is 
between overall life span development and the developmental trajectory 
that occurs within many discrete human experiences such as bereavement, 
divorce, trauma recovery, and so forth. Indeed, much of what appears in a 
typical psychology syllabus and texts as developmental psychology would 
be better described as developmental behavior. It is often only in the chap- 
ter discussing Erik Erikson’s developmental stages (Erikson, 1950/1963), for 
example, that we begin to get a discussion of truly psychological develop- 
ment, namely, the internal developmental trajectory. Recent emphasis on 
life-span development has helped emphasize this area, but even here the fo- 
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cus is on the client’s position in the overall or total life span. There is, how- 
ever, as indicated earlier, another critical meaning of development that oc- 
curs within discrete human experiences. Thus, the therapist can recognize 
in Olive a predictable sequence of psychological experiences associated 
with the complicated bereavement. By complicated bereavement we refer 
to a bereavement that is out of the normal course of events, such as a death 
“out of due season,” or that the circumstances, as in this case, were trau- 
matic in and of themselves. We know that the resolution of this experience 
follows a predictable trajectory that has a defined roadmap and possible 
conclusion. Understanding this process allows the therapist to work with 
the client as the experience unfolds over time. This can help the client feel 
supported, not rushed or pressured to reach resolution. 

Thus, in the process of grieving, whether it is the loss of person or the 
sudden loss of autonomy after admission to a nursing home, the therapist 
will be helped by close attention to the developmental markers in the 
course of treatment. For example, such markers include the initial reluc- 
tance to accept the loss, the anger, denial, depression, and the variety of 
ways the client deals with the loss, either by removing all reminders of the 
person in their life-clothes, books, photos—or by avoiding entering the 
marital bedroom or dealing with the closet full of papers and clothes. A de- 
velopmentally sensitive therapist will not push a person to a level beyond 
their current capacity. 

The development perspective not only applies to the client’s life but also 
to the process of therapy itself. Meta-analytic psychotherapy research has 
found a uniform pattern within the process of brief psychotherapy that 
starts with an initial experience of a large improvement in well being occur- 
ring in the first several sessions (Messer & Warren, 1995). This progresses 
to symptom reduction and finally to the overall improvement in current life 
functioning over 1 to 15 sessions. Thus, the developmentally oriented thera- 
pist moves in a harmonious way down the therapeutic road with the client. 
If a time-limited structure is used in brief psychotherapy, it should be sensi- 
tive to and in accord with the individual tempo and needs of the client. To 
assume a fixed, time-limited schedule across different problems and differ- 
ent clients and different personalities is inadvisable. 

Finally, developmental unfolding occurs not just in the clients’ life or in 
the process of psychotherapy but also is a dominant element in profes- 
sional training itself. It is not possible to speed up the development of ther- 
apeutic skill by a short or even intensive practicum experience. Time, as 
the vehicle of change, is needed. The various skills necessary for the thera- 
pist unfold on a developmental trajectory that can certainly be brief but 
cannot be rushed. As the trainer works with students, it again becomes 
helpful to “look down the road ahead of them,” to anticipate and recognize 
the issues that will confront them. Clearly, these issues will differ among 
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students, but the overall process will be characterized by a gradual unfold- 
ing of professional skill. A poignant example of this development is the task 
of the new therapist in his or her mid-20s learning to work powerfully and 
effectively with a client in their mid-80s. Gradually counteracting the trans- 
ferential temptation to either infantilize or aggrandize their older client, 
coming to recognize their own inner resources, avoiding the frequent ster- 
eotypic assumption that late life experience is psychologically inert, all take 
a gradual process that rewards close, developmentally oriented supervi- 
sion. In my own work in training doctoral students to work as psychothera- 
pists with older adults I consider that the major milestone is to develop a 
comfort level and self-acceptance in working with adults who are 50 years 
their senior (Duffy & Morales, 1997). There is a gradual recognition, as men- 
tioned earlier, that when a person asks for help then chronological age 
drops away. Frequently, young therapists disempower themselves and de- 
prive the older client of much needed assistance. 


Counterintuitive Dynamics 


Many effective strategies follow a counterintuitive direction. An important 
early strategy, for example, is to avoid premature reassurance but to accept 
and understand the patient’s situation, even accepting a worst case scenario. 
The effect on the client is paradoxical; they actually feel more supported 
than if reassurance had been offered directly. Another common example of 
counterintuitive dynamics in therapy is the manner of dealing with resis- 
tance in our clients. In the classical psychoanalytic tradition and in several of 
the structurally oriented brief therapies such as that of Davanloo (1980), the 
task of the therapist is to overcome and counteract resistance of the client to 
the interpretation and required necessary changed behavior. In the experi- 
ence of many therapists, however, such battling to overcome the resistance 
has the reverse effect. Even though it would seem intuitively reasonable to 
engage the client in a confrontation about their resistant behavior, in fact 
such confrontation produces and increases resistance. A counterintuitive po- 
sition, now accepted among therapists, is to develop empathy for the resis- 
tance—to “go around rather than through the mountain.” 

Especially important in working with debilitated older adults is the man- 
ner in which therapists handle dependency needs of their clients. When a 
client exhibits inappropriate dependency, even experienced therapists may 
tend to intuitively push back and demand autonomy of the client. A wiser, 
counterintuitive, approach is to accept the dependency needs of the client. 
What transpires is that the urgency of felt need of the client often dimin- 
ishes, and, thus comforted, their actual autonomous (although not felt) re- 
sources become available to them. Olive, quite passive dependent, asked 
that I promise her that I would always see her in therapy if she needed and 
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requested it. After a moment’s anxious hesitation I answered yes! The effect 
of this counterintuitive response was that she was able to feel calm and ap- 
proach therapy termination. It was 5 years before she requested to see me 
again, and then for only three sessions following an anxiety reaction to the 
September 11, 2001, disaster (her husband had been an Arab). 

The following case will help elucidate the importance of counterintuitive 
strategy in working with a patient with hypochondria in a nursing home. 
Some time ago I was asked to work with John, an older parent who had 
been recently admitted into a retirement community and had quickly be- 
come symptomatic with acute anxiety alternating with extreme psycho- 
somatic self-preoccupation. The first few sessions established an overall 
sense of well-being and comfort in the client and controlled the anxiety, and 
the next task was to deal with the psychosomatic symptoms. The general 
posture of physicians, nursing staff, and even mental health professionals 
involves an initial stage of taking the medical complaints seriously and find- 
ing no medical cause. This is followed by intuitively reasonable attempts to 
persuade the patient they do not have the medical symptoms that disturb 
them and they need no further medical attention. What follows is an in- 
creasingly frustrating sequence of events in which the more the health pro- 
fessional attempts to dissuade the patient, the more the patient grasps for 
evidence that the disorders actually exist. At an earlier point in my work as 
a psychotherapist, I learned, from others, the counterintuitive approach to 
working with hypochondriasis. This involves a counterintuitive strategy of 
not dissuading the client from the belief of their symptoms. It involves not 
arguing against the various medical conditions but accepting them as phe- 
nomenologically real for the client. Most importantly, it involves not push- 
ing the person away from treatment. Conversely, the most effective strat- 
egy involves welcoming the person to make regular contacts, which are 
encouraged. This, in fact, reverses the polarity of the relationship. Instead 
of feeling pursued, the therapist is now in control of the relationship, which 
can then be controlled to the tolerance level of the therapist but enables 
the patients to have a sense of security and attentiveness. Given this strat- 
egy, after about 12 weeks John’s psychosomatic symptoms begin to drop 
out of the therapeutic picture. He began to be less self-preoccupied and be- 
gan to integrate into the life of the facility. 


Interiority and Religious Themes 


Although it is not true that older adults in general fear death, there is con- 
siderable evidence from clinical experience and research that as we age we 
tend to move more toward interiority: As we age, there is a capacity to go 
within, to seek life’s meaning within our internal world, to become more in- 
trospective and introverted, and therefore to tolerate aloneness in a way 
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that would have been uncomfortable in earlier life. Even though, for exam- 
ple, the introversion-extroversion personality parameter tends to be fairly 
fixed and consistent across the life span, it does seem that as we age we 
tend to become more interior or introverted. 

The very significant clinical and research work that has been done on 
the process of reminiscence and life review in late life has found that this in- 
terior reflection seems to characterize later life (Haight & Webster, 1995). 
Reminiscence serves the purpose of reviewing and evaluating life’s achieve- 
ment, successes, and failures with the general purpose of putting one’s 
house in order. During this period of life, increased interiority also suggests 
an increase in religious interest and observance and it seems that this ten- 
dency is driven by both developmental and pragmatic considerations; as 
life begins to reach closure it is understandable that we might ask the prag- 
matic question of our disposition beyond death! 

Through my own life and clinical experiences, which has involved work- 
ing with children as well as older adults, I believe that the tendency to remi- 
nisce is not exclusive to late life but can also be found in children and in 
other phases of the life cycle. However, the tendency to reminisce and reca- 
pitulate on life does seem to have a special place in the later parts of life. 
The narratives and life stories provided by older clients are a valuable op- 
portunity for the new therapist to learn about the idiosyncratic experiences 
of the older clients, which counteract the generic stereotypes of aging. The 
beginning therapist quickly learns that the inner life of an older adult is no 
less interesting and indeed is usually more complex psychologically than 
that of younger persons. They learn soon that this older adult has devel- 
oped a resilience and life experience that allows them to survive trauma 
that would overtax a younger person (Duffy & Iscoe, 1990). The experience 
of hearing of an older adult recounting of early life traumata and abuse can 
quickly dispel the idea that working with older adults is a lesser form of 
psychotherapy. In my experience many beginning trainees and experienced 
therapists who start to work with older adults may be attempted to leave 
the field with a sense of disillusionment assuming that psychotherapy with 
older adults is not as challenging and interesting as with younger adults. 
This is simply the result of not reaching a psychologically intimate position 
in therapy with older adults. Because of the difference in age, transferential 
factors can impede the necessary intimacy that must exist in any therapeu- 
tic relationship. A key contribution of close supervision is to ensure that 
the novice therapist moves beyond the external relationship into a close 
and intimate connection with the older client, at which point chronological 
age fades into the background. 

Although fear of death and death anxiety is not normative in late life, 
there are numerous clinical situations in which death anxiety is present in 
older adults. In the case of my own mother who had experienced ambiva- 
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lence about the love of her mother throughout her life, I sensed a distinct 
anxiety about death that went beyond the agitation incurred by the demen- 
tia process. The essential nurturance and comfort that had eluded her in 
her relationship with her mother remained a troubling internal representa- 
tion throughout life and made dying an anxiety-provoking experience. There 
is a distinction between fear of death and fear of dying. In some cases the 
prospect of nonexistence is accepted with some degree of comfort. It is the 
prospect of dying, being buried, and decomposing that is alarming to some 
older persons. Working with the patient’s death anxiety will involve the 
same intensive therapeutic relationship that can have a compensatory ef- 
fect with regard to the loss of significant intimacy in the older adult’s life. 
This sense of relational loss may have been veiled in the busy task- 
oriented episode of earlier life only to become more visible in the last mo- 
ments of life in which activity slows and the mind turns inward. This may 
particularly occur when cognitive impairment strips the older adult of the 
defensive structure that it had provided. There has been considerable de- 
bate about the usefulness of intensive psychotherapy with older adults who 
have a dementia disorder. Clearly, psychotherapy is not a simple rational 
process and also involves intensive emotional and affective connections 
with the client. A psychotherapeutic relationship is even more imperative 
at this point of life in which cognition is clouded and a person is on the edge 
of the unknown with fear and a great sense of aloneness. Such moments, 
understood in this way, are both powerful and satisfying for the therapist. 


SUMMARY 


There is little documentary evidence for the relevance of brief dynamic ap- 
proaches to psychotherapy with older adults. Accumulating and consen- 
sual clinical experience, however, suggests that these approaches are rele- 
vant. Indeed, the last section on the increase of interiority in late life would 
suggest the importance of psychotherapy methods that attend to and in- 
volve the inner, dynamic psychological life. Therapists know that working 
with older adults is much more the same than different from younger 
adults; therefore, much of the rich literature on dynamic psychotherapy is 
quite appropriate. Our lives remain as rich, psychologically complex, as ec- 
centric, and as problematic during our later years. 

Questions for the therapist who is considering working therapeutically 
with older adults include, how does one feel about working with an older 
adult?: more cautious?, overly respectful?, patronizing? In the therapists’ 
personal family life, do they have a warm and intimate relationship with an 
older relative? Could you use confrontation with an older client if neces- 
sary? I suggest that readers arrange a visit with an older person in a per- 
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sonal home or nursing home to interview them about their greatest satis- 
faction, what in their lives would they change, who is the person they have 
been closest to, what worries them most in life, and if they have any unfin- 
ished issues with family members. 
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APPENDIX 
The Case Study: 
The Therapy, the Patient, 
and the Therapist 


Jackie Fosbury 
St. Thomas’ Hospital 


This is the case of “June” who received 9 sessions of a 16-session cognitive 
analytic therapy (CAT). CAT formed part of the clinical service to people 
with poorly controlled diabetes in a major teaching hospital. The service 
had been set up after the results of a clinical trial of CAT with poorly con- 
trolled patients (Fosbury, Bosley, Ryle, Sonksen, & Judd, 1997). 

CAT has been developed and researched by Ryle (1990). It is a time- 
limited, focused psychotherapy combining techniques and understandings 
from both psychoanalytic and cognitive behavioral therapy. A central fea- 
ture of the approach is the emphasis on the reformulation of the patient’s 
problems. Over the first three sessions the patient and therapist work to- 
gether to achieve the clearest possible description of the patient’s harmful 
or ineffective procedures derived from early experiences and relationships. 
The term procedure refers to an individual’s way of organizing their lives 
and relationships in destructive and harmful ways. 

The emphasis of CAT is placed on the therapy relationship. In nearly all 
cases, procedures responsible for damaging an individual’s life will be reen- 
acted in the therapeutic relationship and interpreted by the therapist. 
Many patients with poor diabetes control in this service had received long- 
term diabetes education and previous forms of psychological help. How- 
ever, an approach that demands the rational cooperation of the patient in 
the treatment process will often fail because the patient is uncooperative, 
that is, the patient behaves in a way (with their carers and their diabetes) 
that is typical of their central difficulties (Ryle, Boa, & Fosbury, 1993). June 
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is very typical of this description. As noncooperation or resistance is a cen- 
tral feature of these patients and central to the work of psychotherapy, a 
more psychoanalytically orientated approach to treatment was felt to be 
more appropriate to these patients and difficulties. 


THE PATIENT: JUNE 
Biography 


June was 25 when she was referred to a major teaching hospital. She was di- 
agnosed as having diabetes at the age of 10. She lived alone in a rented 
housing association flat 50 miles from the hospital. Her mother and father 
lived locally to her and she had a married sister 4 years older who also 
lived nearby and a brother who was 38 years who lived abroad. 


Referral 


Her local hospital consultant who had looked after her diabetes since child- 
hood referred June. He described her as an “unfortunate young girl” with 
poor control, recurrent Diabetic Ketoacidosis (DKA), microvascular compli- 
cations, and severe retinopathy. Her HbAlc on referral was 12.2%. The nor- 
mal HbAlc range is 5-7.6%. June had a history of psychiatric intervention for 
depression and local community psychiatric nurses and an art therapist 
had also been involved in her care since diagnosis. She was described as 
“unmotivated” with a history of “considerable interpersonal and family diffi- 
culties.” Her consultant had heard a talk I had given about CAT with poorly 
controlled patients with diabetes and wondered if I could accept a referral 
for assessment. 


Assessment 


On assessment June described herself as “not being bothered” about her 
diabetes or herself and generally felt “in limbo.” She sometimes took her in- 
sulin, never blood glucose monitored, and ate what she wanted. She had 
constant pain in her feet and permanent headaches. She broke down in 
tears and didn’t know why. Her past medical and psychological carers were 
spoken about disparagingly. They all reminded her of teachers who made 
her feel “stroppy,” and as a result she didn’t listen to them. This made her 
wonder why they bothered with her. The more they bothered, the less she 
did. 

June had worked as a shop assistant since leaving school but had been 
off sick for a year due to depression and poor diabetes control. She had a 
lot of contact with her parents. She was particularly close to her mother but 
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felt that her sister Cathy was the favorite and “takes precedence.” When this 
happened, June felt “blanked out.” Mum was like June however; she always 
got “walked all over.” June felt that her father loved her mother but treated 
her badly. He fixed things to show his love but never completed anything and 
their house was a terrible mess. She believed her mother had lost friends be- 
cause of this, as no one could ever come to the house—it was “in a state.” 
June felt “real hate” toward her father because of her mum’s feelings. Father 
and June had a temper, although June “bottles things up.” June’s sister felt 
that the brother was the favorite and June was low down on the list of care 
priorities. June’s mother and father were described as devastated by her dia- 
betes. She suddenly received a lot of attention. This attention turned sour at 
the age of 14 or 15 when she felt (as if) all their attention was only about her 
diabetes. This “drove me crazy.” She felt she was “spoilt” only because of her 
diabetes and this did not feel “good enough.” 

I asked why June wanted to attend this assessment. She said she had got- 
ten to a point in which she never saw herself as being happy until she was 
sorted out and was willing to “give it a go.” The art therapist treated her as 
a “four year old” and if I did this she would not attend. I had been warned. 


THE THERAPIST 


My initial impressions were of concern about June’s ability to commit to 
the therapy given the history outlined in her referral letter together with 
the journey she would have to undertake. However, June arrived early for 
her appointment and I set out the terms and conditions of attendance and 
immediately predicted the difficulties in attending both in journey times 
and potential psychological barriers. In my work with poorly controlled 
patients it seems to have always been helpful to outline ways in which 
people might find it difficult to attend from the outset. This predictive 
work has prevented a lot of dropout in therapy, as poorly controlled pa- 
tients with diabetes are often notoriously poor attenders, reflecting their 
poor self-care (Ryle et al., 1993). It also, as in June’s case, reflected a cen- 
tral psychological difficulty “if I must, then I won’t.” As I was saying “you 
might not,” she was saying, although not overtly, “then I will.” Thus her at- 
tendance seemed assured. 

Although June was due to have 16 sessions of CAT, she in fact received 
9 because I was going on maternity leave. The tight time limit of June’s 
therapy did cause me some anxiety, although we both knew that after my 
maternity leave she was coming back for a review with the possibility of 
more sessions. 

My initial countertransference on assessing June for CAT was slightly 
one of futility: “How can I do anything in this time with these difficulties,” 
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and “She is virtually catatonic.” However, we both decided to proceed, June 
on the basis of rebellion—that is, after I made a transference interpretation 
on assessment and suggested that her attendance would be erratic and 
blanking out (as a reflection of her poor self-care and anger and resentment 
toward others)—and me on the basis that she was in a very dangerous men- 
tal and physical situation. 

As for my countertransference, June made me feel very sad and chal- 
lenged. I did not want to let her go but didn’t want to give her attention just 
because of her diabetes! I was also aware that although I wanted to have 
her with me in therapy, she was a slippery customer. Therefore, I had de- 
cided to take all the opportunities I could to reflect on her resistance as a 
challenge to her to keep with me. I also decided to focus on her “core pain” 
about not being someone who mattered—hence not bothering with herself. 
Would bothering with her actually feel like negative attention? 


THE THERAPY 


The key or focus of June’s therapy was on her relationship to self and oth- 
ers, including her therapist via her blanking out state. Blanking out served a 
number of functions. It represented her core pain insofar as she was 
blanked out by her family, it represented a reflection of self-care in terms of 
her diabetes management and general presentation, and enabled her to 
elicit anger and resentment of others (also experienced in herself) when 
she felt let down, resentful, jealous, and responsible for them. 

A cognitive behavioral therapy (CBT) approach to collaborative work 
with June would most likely agree on the goals of the therapy and this 
would include the elimination of blanking out. Goals, like “taking time out” 
without blanking out would not be used in CAT, as it is primarily an analytic 
relational therapy and thus the meaning of blanking out and its primary 
cause and effect on others (in this respect me, the therapist) would be dis- 
cussed at length. It has been argued that once therapists using cognitive be- 
havioral therapy take on the work of goals, they are often, as Milton (2001) 
stated, “more paternalistic in assuming the therapist knows best about rela- 
tionships” (Milton, 2001, p. 5). This approach is also reflected by Eeells and 
Lombart in chapter 6, this volume who state that “we would work on learn- 
ing more appropriate ways of expressing anger.” This cognitive behavioral 
goal-orientated approach to treatment can “avoid painful aspects of the 
work and deprives the patient of an opportunity to work in the negative 
transference, thereby limiting the scope of the work” (Milton, 2001, p. 5). 

The therapy with June revolved around her blanking out, which was in- 
terpreted and analyzed in the transference in terms of how it made her feel 
and how blanking out made others reject her. As usual the therapist was of- 
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fered a very strong “invitation” to confirm this early patterning but declined 
that offer. In so doing, June experienced not being blanked out. This started 
her on a road to working out her own ways of being within the safety of the 
therapeutic relationship, which involved not blanking out her self-care. This 
fundamental change was not based on June having compassion for herself 
but occurred within the experience of compassion in the therapy. Thus, by 
the end of therapy, June felt that she mattered. 

My personal circumstances particularly limited her CAT and made me 
work at consolidating a lot of the transference work, particularly at the last 
sessions, in a much more cognitive, pragmatic way. Perhaps, this came 
across as “dissuasion” outlined by Gelso in chapter 11, of some of the trans- 
ference work. This also included some need to reality check when June was 
in fact worried that she would start blanking out the sessions after termina- 
tion, that is, forget everything and go back to square one, particularly as I 
could have put words into her mouth or mind. Thus, she was reminded that 
it was her words that created her reformulation, her diagrams, and the con- 
struction of the therapy. 

In the therapy it quickly emerged that her father modeled forms of in- 
complete care and was the one who started something and couldn’t be 
bothered to finish it. The house was in a state; then June began to complain 
that her body was in a state. This incomplete and “not bothered” theme af- 
fected June’s ability to care for herself appropriately and adequately and af- 
fected her ability to work consistently and find boyfriends who would treat 
her respectfully. After all, if she didn’t, why should they? 

June also began to see some connections and paradoxes with her feel- 
ings toward her mother and her diabetes management. This involved the 
feeling that her mother blanked her out in relation to her brother and sister 
but spoilt her only when she was diagnosed. This not good enough care 
brought the greatest distress to June and rebellion against her diabetes. By 
session three, June realized for the first time why she resisted her self-care. 

By session four we worked on a diagram together to plot and monitor 
June’s feelings in relation to herself, her diabetes, her family and friends, 
and her therapist. We also included her medical and nursing carers. She al- 
ways kept her diagram with her. The central procedure was “feel blanked 
out (worthless and rejected) so don’t matter, rejects self (care) and others, 
others don’t care for me, which confirmed I don’t matter.” 

The reenactments of June’s procedures in the therapy were monitored 
closely. During her treatment, June oscillated between blanking out (attend- 
ing in a semicatatonic state) and angry rebellious resentment. I focused in- 
creasingly on providing good enough care that was to do with her as a love- 
able, likeable human being. I felt very close to her. On two occasions she 
actually laughed—at herself. Toward the end of our contact, she described 
herself as feeling “more human,” that she was “very open,” did not feel 
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“numb,” and that we had dealt with her problems “together.” June’s HbAlc 
at the end of therapy was 10.1%. 


FOLLOW-UP AND REVIEW 


We had decided to complete our work on my return 6 months later. When I 
saw June again she described some flat and negative times but she now had 
a boyfriend and they were thinking of living together. She had very few ar- 
guments with her parents and was looking after a friend’s child until she felt 
ready to go back to work full-time. She had described feeling “shocked” at 
how little she discovered she knew about her diabetes in this period. Her 
resistance had therefore also resulted in ignorance. She was taking her in- 
sulin and blood glucose monitoring and described her consultant as a “nice 
bloke” for the first time. I saw June to consolidate and complete our work 
for a further six sessions and 3 months after that date her HbAlc was 8.2%. 
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TRANSCRIPT OF SESSION 3 


Q: 3-1: We’re on session 3 aren’t we, and I wrote some notes from our 
last session, and that said we needed to start working on the [Cogni- 
tive Analytic Sequential] diagram about how everything linked to- 
gether really. So how are you anyway, generally? Did you blank out 
last week’s session? 

A: 3-3: Basically, yes, I think I did. 

Q: 3-4: Any idea why all that happens? 

A: 3-5: No. 
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Q: 


3-6: No. So if I ask you to start keeping a diary soon about blanking 
things about, would you be able to do that, or would you blank that 
out as well? 

I'd give it a go. A bit of an argument about coming here today, last 
night. 

Right. With whom? With your Dad? [nota bene: June’s father often 
gave June a lift to her therapy sessions. ] 

3-7: No. No. My sister. Basically my sister, and Mum was in the mid- 
dle as well. He’d been in bed all day and I just felt that the argument 
she was having was basically about somebody looking after Debbi 
(June’s niece) rather than being concerned about how Dad was or 
me having to get up here. And basically what she was saying was, 
you know, well he’s probably willing so don’t even ask him whether 
he wants to come or not, just say that he’s going and then has to get 
out of bed to look after Debbi sort of thing. Because she was of the 
mind that if I came on my own, she’d be leaving Debbi with him but 
Debbi would be downstairs on her own all day while he was being ill 
in bed. And she seemed to find ... I felt that she was saying, that’s 
not good enough. She wanted him to be looking after Debbi rather 
than being ill. Umm ... my Mum’s got this attitude that Dad always 
gets ill around Christmas and that it’s more in his head than it’s any- 
thing else. And I said, well, hold on a minute, we’ve all had it, and he’s 
gone through without getting it, for the past ... well, ve forgotten 
now how many months I’ve had it. And he’s looked after us you 
know. I’ve been there, I was literally in bed for three days solid or 
something, and he was basically nursemaiding me. And I said, just 
give him a bit of leeway, after all it was a Sunday, it wasn’t as if he had 
to go to work or anything like that. He wasn’t sort of bunking off from 
anything. Umm, and just basically Cathy and Mum seemed so put out 
by the fact he was ill, and I just sort of... you know, give... the thing 
is, I do think this sometimes, I think give the poor bloke a break, be- 
cause I can see two sides to the argument the whole time. I mean, my 
Mum’s ... basically she’s admitted she’s not in love with him any 
more, and they’re just living together really because they couldn’t 
sell the house even if they wanted to and split up or anything. It’s just 
... you know, it wouldn’t be practical. 

But your Dad’s illness doesn’t suit them? 

3-8: I think she ... the way it sounded was as if he was doing it on 
purpose. And I just thought, you know, basically, Cathy’s and Mum’s 
attitude was, well everyone else gets up and goes to work and things 
like that, well, yeah, fair enough, but why on a Sunday if he’s not feel- 
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ing well, if he wants to stay in bed all day, then let him, as far as I can 
see. But they weren’t having that, you know. And all... as I say, with 
Cathy, all I felt was that it was just so Debbi could be looked after. 
And basically, Debbi was not particularly well either, and I sort of 
said, I basically said to Cathy, well wouldn’t it be better for the both 
of them to stay here in the warm, rather than have to get on buses 
and trains and things to get up to London, you know. I ended up get- 
ting her dressed and everything, she stayed at Mum’s last night, and 
I stayed there as well. Because that seemed to suit everybody else. 
So I get her dressed and everything, and she’s as white as a sheet, 
and I saw she wasn’t well, and I said to Dad, if you’re not feeling well, 
I can see she’s not feeling well, why don’t you just stay here. Oh, no, 
no, no. Then of course, when we’re trying to get her coat on and that 
she’s just getting genuinely upset. She really didn’t want to come out. 
And he’s literally dragging her into the car screaming, and I just 
thought, I don’t want this. ’'d rather come up here in peace, I don’t 
want screaming kids and that on the train. Anyway, when we got to 
the station she’d calmed down, but ... the train was running 10 min- 
utes late, so that sort of put me back a bit. 

3-9: Why do you think your Dad is so insistent on bringing you here, 
when you could have done it on your own, he could have stayed at 
home even with Debbi, if he wanted to, that’s up to him, isn’t it? 
3-10: I think he may feel that I feel I need someone here. And I don’t 
know, perhaps if was my friend Gail coming with me, Pld feel fine 
about it. But it’s the fact that it is dragging Debbi out all the time... I 
mean, I don’t know, I don’t know if he feels some sense of responsibil- 
ity or just the case that if he does, it’s letting go again. I know he took 
me moving out really hard, it’s like, you know, I’m the youngest, I was 
the last one there and when I moved out it was like, I suppose it was 
like, he was losing his baby or something. 

3-11: It’s just that it’s interesting, how you and your Dad have this re- 
ally acute sense of responsibility for others. And you describe him as 
someone who starts a job and never finishes it, incomplete. So peo- 
ple he actually lets down, like your Mum, and you might start a bit of 
diabetes management, but you certainly never finish that, you don’t 
go all the way on that, and it’s quite a flip isn’t it? 

3-12: I have come to the conclusion that I am very like my Dad in a lot 
of ways. Physically and mentally. 

3-13: Your Dad, yes. When we first met and it was much more about 
you and your Mum, it’s a lot to do now with your Dad isn’t it? 
3-14: Yeah, we’re very ... we’ve never been a particularly affection- 
ate family, but we are very alike. But see, I can still feel how my Mum 


APPENDIX 391 


OA» 


feels. I can still see that. But I seem to get criticised when I stand up 
for my Dad. And I must admit I do fight* a fair bit. 

3-15: But you’re standing up for the bits in your Dad that are like you. 
Aren’t you? 

Yes. 

3-16: Because there’s a side of him that’s irresponsible, and there’s 
obviously definitely in terms of your self care, definitely a side of you 
that’s very irresponsible. 

Yes. 


3-17: I put irresponsible up there on this list, but we'll link it all to- 
gether soon. 

3-18: Cathy and my Mum do get on very well together. But Cathy also 
gets on with my Dad....Ipersonally see Cathy ... like last night, she 
wasn’t taking Debbi’s feelings into consideration, she wasn’t taking 
my Dad’s feelings into consideration. I know she’s got to out and 
work. But I just feel that sometimes ... you know, Debbi wasn’t well. 
She said, well I can’t take the day off because I'll get sacked. Well to 
me, that wouldn’t be a priority. I think if Debbi really wasn’t well, I 
would rather make sure that she’s all right. I mean, she’s left... my 
Dad’s taking her to the doctors, like Debbi to the doctor’s before 
now, rather than give up an hour to take her. I find... I find that .. .I 
mean she says I’m selfish, she’s told me to my face that she thinks I’m 
selfish, umm ... but I find her in some ways very selfish. Whether she 
is or not, I don’t know, it’s just how I feel. 

It certainly ... there’s certainly another thread of irresponsibility go- 
ing on with Cathy, isn’t there. That, O.K., it’s this flip again, she’s very 
responsible about going to work and will lose her job if she takes 
time off, but she also is able to be irresponsible to Debbi for example, 
because she maneuvers everyone else to look after her. 

Yeah. 

Yeah? 

Yeah. 


So everyone in your family, it’s not so clear with your Mum, but cer- 
tainly with you, and certainly with your Dad, and actually certainly 
with Cathy, it’s pretty ... you have these sort of flip things ... don’t 
you? 

Yeah. 

3-19: I don’t know whether selfish could be .... I mean I put selfish 
onto Cathy, selfish ... you could be described as selfish, it’s more... 


*In this June refers to heated verbal arguments. 
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I don’t know, it’s ... you said you were spoilt because of your diabe- 
tes. 


3-20: I was definitely spoilt you know, as far as Dad goes. 


3-21: Sure. And I think this thing about you either feel blanked out 
(excluding and rejected) or you feel invaded and others are totally 
involved. And when you get in both those positions as you say, you 
become abusive to others, shouting, temper, you’re more like your 
Dad and have a temper. So that could be seen as selfish. But gener- 
ally you are sort of, almost like inappropriately responsible towards 
others, aren’t you? Which is not quite the same as being selfish. 
3-22: No. No, I mean I suppose I can see how she’d say that with re- 
gards to me not looking after myself, that’s selfish because if I were 
to die, then she sees that as being completely selfish because of ev- 
ery one I’m leaving behind. She also says that anyone that tries to 
commit suicide is completely selfish and has no feelings for others, 
but the fact is, lve been in the position when I’ve wanted to do some- 
thing like that, and I feel that if you’re that low that you can do some- 
thing like that, you’re not thinking of anybody else. The reason 
you're doing it is to put an end to all your troubles, you’re not consid- 
ering anybody else, so yeah, maybe that it is selfish, but you don’t ac- 
tually think of yourself as being, you don’t think of anybody else 
when you're in that position. 

No, you’re in too much suffering to worry about that. 

Exactly. 

3-23: But if you think, June if you don’t think you matter the 90% of 
the time, which is what you’ve spoken about, then generally you’re 
not being selfish, are you? 

No, no. 

3-24: Anyway, it’s just interesting how all of you seem to have these 
issues that manifest themselves in you, is very self destructive, very 
abusive to yourself. Cathy may be abusive to other people, for exam- 
ple, but your Mum might feel that your Dad’s being abusive towards 
her because he starts a job and never finishes it, but the point is your 
manifestation has had very dangerous results. Much more danger- 
ous than anything that Paul’s come across, Cathy’s come across, or 
your Mum’s come across, isn’t it? 

Yes. 

That’s the point. And I think that’s the thing on a day-to-day level at 
the moment, that you just have to try and remind yourself of. 

Yes. 

And your Dad probably does get really ill, but your Mum and Cathy 
think of it as like a bit of a fantasy, in the way that they think about 
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your ... you know, like it’s self induced flu or something. In the way 
that they understand your diabetes management will be self in- 
duced, the problems with it. Which it is of course, but they don’t un- 
derstand what causes it. 

Yeah. 

Does that make sense? 

Yeah. 

So you get ill and your Dad gets ill, your Dad just doesn’t have diabe- 
tes and he doesn’t get as ill as you. So there’s something in that con- 
figuration that both you and your Dad turn in against yourself. Mum 
and Cathy might ... the word’s a bit extreme, but Mum and Cathy 
might abuse other people, but you and your Dad abuse yourself. 
Yeah. 


An one of the ways in which you might do that, there’s a lot of simi- 
larities between you and Dad really, it’s by rebelling. And breaking 
things up. 

Yeah. 


[Long period of silence.] 


Q: 


3-25: And when you’re blanked out, you think, why should I look af- 
ter myself, why should I do what I’m told, so that rebellion flips again, 
doesn’t it. 


3-26: I just don’t seem to think though a lot of the time. I don’t sit 
there and think, why aren’t I doing it particularly, when I say blanked 
out, I mean blank where I’m just nothing. 

3-27: That’s your ...numb, that’s what you describe as being numb. 
3-28: And most of the time I don’t think about anything I should be 
thinking about. If I sit and do a crossword, then I read the clues, I do 
the crossword and that’s it. I don’t think about anything else. That 
doesn’t make me think of something else, or watching the telly. I liter- 
ally, if ’'m watching the telly, I just stare at the ... I’m basically just 
staring at the screen I’m not really listening to what’s going on. It’s a 
long time since I’ve actually paid much attention to what’s really go- 
ing on, on the screen. 

3-29: This piece of paper, with some diagrams for you, so this is what 
I think’s going on for you, and what goes on in your every day life, 
and it’s pretty devastating. What would you... and you didn’t blank 
it out, because it was with you all the time, what do you think you’re 
reaction would be? 

3-30: I think ld either be in tears a lot of the time, I'd be thinking 
about things that either make me want to cry, or there’s just ... 
there’d be too much feeling for me to cope with. 
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3-31: Ok. 

3-32: Too many emotions to ... I think that’s what I blank out, these 
feelings. 

3-33: Exactly. 

3-34: If I don’t feel, I don’t get hurt. 

So how would you feel eventually if we were to take you into that bit, 
for you to come out the other side? 


I just don’t know. Umm... if it means that I have some sort of normal 
life, then the way I feel at the moment, I’d do most anything I think. I 
know it’s me that stops myself from feeling anything, but I do get sick 
of not being able to . . . it’s not that I’m not able to, I can, but not want- 
ing to feel anything. 

It’s probably going to be terribly, terribly painful, at first. And maybe 
it might feel very dangerous and out of control, but this is dangerous 
and out of control isn’t it? Bleeding at the back of the eyes is pretty 
dangerous and out of control, isn’t it? 

Yep. And every other little twinge of pain I get I think, is this some- 
thing else, you know. 

Yes. Exactly. 

Then I think if my feet hurt, or even if just my big toe hurts, then I do 
think, but I still can’t do anything about it. I still can’t make myself 
think, feeling like this and do something about it. 

3-35: Hang on a minute, you just said, if you don’t feel like you matter 
for 90% of the time and you blank your own self out, and that you 
blank most feeling things out, and you’ve got to take a lot of responsi- 
bility for others, it’s mainly volunteered even though you might feel 
exploited and abused, and there’s another part of you that thinks, 
why should I do IT when you’re not blanking out and you’re going 
into this rebellion thing. And when you’re doing that you think why 
should I look after myself. Of course it doesn’t matter that you get 
these twinges. You might think to yourself, Oh there’s something 
else, but why would you expect yourself to do something about it? 
I suppose it’s because it’s what every body tells you. 

Yes, but this is going on, isn’t it [pointing at diagram]. So how can 
you adjust your insulin? ... Move your injection sites away from 
your stomach because there are injection pads there, or eat prop- 
erly. But this is going on, and you’re blanking it out... 

3-36: Yes. I suppose for 15 years all I’ve been listening to is, you 
should be doing this, you should be doing that. It’s doctors, nurses, 
parents or whatever. There’s always someone telling you, should 
you be eating that? And you just think, go away. There’s always that 


APPENDIX 395 


OF 


OF 


OMA» 


someone that is there, it doesn’t matter if I switch myself off or not, it 
still goes in. If someone is telling you something you'll still... very 
halfheartedly, but you do listen. 

3-37: Then you blank it out. 

3-38: I do blank it out. A lot of the time, but there are those, I suppose 
that 10% of the time that I do perhaps think something of myself. It 
makes you think, well hold on a minute, try and buckle down. I mean 
I can think that perhaps of an evening, when I think, I’m going to 
wake up tomorrow and I'm going to be a different person. And I wake 
up the next day, I put the kettle on, I light up a fag and I think, sod it. 
And it’s just down the drain. Before the day’s practically even 
started, it’s down the drain. 

3-39: Right. But do you know why? Given what we’ve spoken about 
so far, do you have an inkling why that would be the case? 

3-40: In all honestly, no. That’s why I want to find out, because I 
think, if I find that out, then I might be able to start doing something 
about it. 

3-41: O.K. So perhaps even all the things I’ve said so far, about what’s 
gone on in your family, and how and why you don’t feel like you mat- 
ter, about being blanked out, it still doesn’t ... sink in, in terms of 
how they all configurate around why you do what you do. Where 
does it come from. Yes? 

Yes. 


3-42: So we will have to do all this work I’ve just described on getting 
a diagram together, and getting you to monitor things. To bring it all 
to the fore basically. 

O.K. 

O.K. Shall we start looking at it now, in diagram form? Yes? 
Yeah... 


Are you up to that? Do you want to say anything else about anything 
else that’s happened during the week before we do that? 

Nothing’s happening that’s any different to any other week really. 
And this little argument about you coming here and everything, 
that’s actually a different manifestation of the same problem, isn’t it? 
Yeah. 

3-43: ... so to start then, if we just look at all the things that you’ve 
described, how you described yourself . . . Pll give you a copy, I'll just 
write it now. “I’m numb, I don’t matter 90% of the time. I’ve got very 
poor self-care. Irresponsible. I’ve got very responsible care towards 
others which then makes me feel exploited and resentful.” This isn’t 
in any sort of order. “I reduce insulin to keep my weight down. I think 
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about my body shape. I’m abusive to myself. I can be abusive to oth- 
ers, shouting, temper, like that, or quite unkind. I feel blanked out, ex- 
cluded and rejected, or I can feel totally invaded by others. When I’m 
alone in my flat, I feel in control.” Stop me if I say something that’s in- 
correct. “I feel abused by others.” That comes into the exploitative 
and resentful thing. “I bottle things up. I was spoilt because of my di- 
agnosis. I feel easily replaceable as a person. I feel like a child in front 
of my parents. I’m rebellious and I hate being told what to do. Why 
should I if ’'m blanked out, I only get attention if I have diabetes.” 
Anything else to add to that? Not very nice list is it? 

No. I don’t think so. ... Cathy is someone who can take my friends 
away. 

... she gets attention. Is it the same sort of feeling that you’re being 
excluded? 


Maybe not quite as strongly but the same sort of thing, yeah. 


The same thing. So it’s transferring, like from your parents onto 
other people, that ... is that right? 

Could do, yeah. 

O.K. And your Dad’s list then, key things about your Dad, are very 
similar to your things. “That he starts a job and never finishes it. In- 
complete. Irresponsible with regard to the home. Very responsible 
with regard to Cathy, June. Has a temper.... Can blank out mum. 
Volunteers for things.” And I’ve got a question mark, does he feel 
taken advantage of, and easily replaceable. Is that when he gets sick 
I’m just wondering. And that’s your Dad really. 

So I said, starting jobs and not finishing them. Around his home, that 
is definitely true. ... But being at home, as you say, he doesn’t partic- 
ularly seem to care much really about home. You know, the exten- 
sion was started 7 years ago, and it’s still isn’t completed. 

Right. 

He’s very stubborn as well, which in a way, is like me I suppose. 
Right. So, why should he be told what to do in relation to the house? 
He, I think, he sees things as he wants to do them, and he’s going to 
stick to that.... Mum feels very strongly about it. She wants the 
dryer in the extension. ... Now I can understand her point of view 
there. What’s the point in having a utility room if you’re not going to 
make the use of it? And I... in some ways I’m surprised he doesn’t 
want to do that. Because then that would give him more space in his 
garage, it would be his. 

Yes, but you’re looking at your Dad’s behavior in a rational way in 
the way that people look at your behavior. Why doesn’t she do this, 
because if she did this she’d feel better. You know what I mean? 
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Yes. 


You're doing to him, or your Mum’s doing to him, and probably Ca- 
thy’s doing, what people do to you. 

Yeah. 

Do you see that all start linking up? 

Mm. 

What about that final bit on your Dad, do you think he feels taken ad- 
vantage of and easily replaceable? Thinking about what you just 
said. 


I honestly don’t know. He’s so easy to get on with, I don’t really know. 
Maybe he does. I suppose ... 


You could ask him. 

I know what he’d say to me. 

He doesn’t feel it with you, I’m not saying he feels it with you June. 
No, if I asked him in general, I know he’d say, No, and he would just 
tell me xxx, he’d avoid actually answering it truthfully. He’d say, you 
know I don’t mind doing anything for you or Cathy, or Paul. That’s ex- 
actly what he’d say. 

I think both of you have poor self-care for reasons. 


He doesn’t ... his poor self-care isn’t physical on himself. Because he 
eats a healthy diet all the time, he’s fit, he takes generally good care 
of himself. 


But he gets ill. Yours is much more acute, much more extreme. 
I know he gets very tired ... he’s going to be 67 in March. 


But he’s carrying on as if he’s not that age, you’re carrying on as if 
you don’t have diabetes. 


Yeah. 
As if. 
Yeah. 
And that’s like the denying isn’t it? 
Yeah. 


3-44: O.K. Just finally, let’s just go through the Mum list. ... “Your 
Mum feels let down, disappointed by Dad with the state of the house. 
Your Mum definitely blanks you out. You’re very close to your Mum.” 
3-45: I’m a lot closer to my Mum than I’m sure a lot of other people 
are. But I don’t feel as close as Cathy is. Which is perhaps another 
thing that I’m jealous of. She’s very kind and everybody would say it, 
she is, she’s a genuinely kind person. 


Quiet and kind like you, or just kind? 
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No, I think she’s quiet. I suppose ... again, Cathy says, Can you have 
the kids Friday? Oh yes, of course I can. Which is the same as I am 
with Cathy. It’s like... it’s like there’s almost a fear I suppose of re- 
fusing her. 

Because? 


3-46: I don’t know. I don’t know. One day, I mean I did . . . Pve tried to 
explain to Mum and Dad how I feel about having the kids, but it’s just. 
Yes, but aren’t having the same feelings and problems, are they, so 
they’re going to find it difficult to understand what you're getting at. 
3-47: I actually mentioned to Cathy the fact that I wasn’t too happy 
about having both kids together, which I think I mentioned last week. 
And she turned round and she said, Well, Monday you’re having... 
you'll be going up to London anyway, so you might as well take Sally 
with you. know, I don’t know ... the thing is... I still love her as my 
sister. But I also feel that sometimes there’s quite a bit of hate there. I 
don’t know, and that makes it a bit hard for me. The thing is, I don’t 
... you see when Mum does this thing, with the hovering [vacuum- 
ing], you know, I feel really pissed off about it, but I don’t feel hate for 
her. But as soon as Cathy comes in, it’s ... there you go. Stop the 
hoovering ... 

Do you feel hate for Cathy at that time? 


I mean yes, I'd say slightly. Not as much as I have other times, but... 
I don’t know if I feel hate or if I just feel completely jealous of her, 
which, you know, usually turns into hate. I just don’t know. 

3-48: So jealousy goes into hate and that might fuel the feeling that 
you don’t matter. Yes? Which then leaves you to not bothering about 
yourself, yes? 

Yeah. 

O.K. So in a way, all your relationships at home with your Mum, and 
with your Dad and with Cathy, all fuel self destructive behavior, don’t 
they? 

Yeah. 

Actually they make you take acute responsibility for every body else. 
Yeah. 

And it looks like Cathy is the antithesis of that, she takes very little 
responsibility for anybody else, in fact, total responsibility for her- 
self. The flip of you isn’t it? 

Yeah. 

Yeah. 

I mean, if she ever heard that, she’d completely say . . . I’m sure she’d 
say she’s totally the opposite. 
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But this is your feeling, and this is your experience? 

Yeah. 

Your perspective may be a bit distorted, of course it may, it’s your 
perspective. But this is how you feel ... Cathy walks into the room, 
your Mum’s hoovering with a walkman on, she’s ignoring you, and 
Cathy walks in and she blanks you out. 

Yes. 


Cathy would say, you’re at the hospital tomorrow, you might as well 
take Sally up, Mum’s not working Christmas Eve so she can have the 
kids, de da de da de da, and you start to hate her, because you would 
never conceive being important enough to arrange your life in that 
way. 

Yes. 

3-49: Before we come to a close today, any worries or concerns 
about what’s going to happen to you and how you deal with it, or 
what I might think of you, or ... thoughts like that? 

3-50: As long as they never hear any of it. 

3-51: No. Who is they? 

3-52: My family in general, I don’t ... 

3-53: How would they hear about it? 

3-54: I don’t know. ... I’ve tried saying things before. And I’ve basi- 
cally been told, how stupid I am to think that. And then of course I 
get all het up and nothing ever gets said. But I’ve thought in the past, 
wouldn't it be lovely just to sit round the table, and for everyone to 
have their say, without interruption, but with my sister there it never 
happens. She can’t help herself. 

Well this is your place for that. 

Yeah. No, they’re my only fears. If I decide one day that I’m strong 
enough to tell them exactly what I think of them well... some day I 
hope I can say that to them. 


Tell me first, that’s the first step. You might not even feel like you 
want to tell them what you think of them by the end of the therapy, 
you might just decide that you know what you think of them, it’s a lot 
more clearer in your mind what you think of them and what’s gone 
on and that you just need to move away from letting them influence 
you so much that you are destroying yourself. 

Yes. 


We'll see what happens. O.K. well we’ll stop there. Another quick 
hour. 


Author Index 


A 


Abrams, R., 373, 381 

Ackerman, S. J., 114, 117 

Acuff, C., 344, 356 

Adams, J., 51, 65 

Addis, M. E., 253, 269, 272 

Adelman, H. S., 353, 354, 358 

Agnew, R. M., 106, 112, 116, 257, 
269 

Ahn, H., 330, 341 

Albani, C., 128, 140 

Alexander, D. A., 280, 288 

Alexander, F., 51, 65, 251, 270 

Alexander, K., 149, 163 

Allen, J. G., 167, 173, 181, 183, 190, 
212 

Amlo, S., 113, 117, 170, 180, 183, 
319, 321 

Ancis, J. R., 336, 337, 340 

Anderson, E. E., 9, 21, 23, 33, 44 

Anderson, E. M., 23, 24, 25, 26, 27, 
28, 30, 31, 40, 42, 43, 104, 105, 
114, 115, 116, 117, 311, 312, 321 

Andrews, A. A., 26, 43, 114, 117, 
312, 321 

Andrews, C., 301, 307 

Andrews, G., 310, 321 

Andrusyna, T. P., 105, 106, 117 

Appelbaum, P. S., 349, 350, 351, 
353, 356 

Applebaum, H., 71, 99 

Arnold, E. G., 293, 294, 299, 300, 
301, 302, 303, 305 

Aron, L., 233, 234, 235, 248 

Arredondo, P., 326, 329, 338 

Asay, T. P., 309, 312, 315, 316, 317, 
318, 321, 343, 346, 365 


Asay, T., 3, 18, 19 

Atkinson, D. R., 329, 338 

Atwood, G., 188, 214, 289, 290, 291, 
306 

Audin, K., 4, 11, 19, 21, 23, 33, 42 

Auerbach, A., 29, 43, 331, 341 

Aveline, M. O., 253, 270 

Azarian, K., 149, 150, 162 

Azim, H. E., 28, 29, 44 

Azim, H. F. A., 76, 77, 78, 79, 93, 94, 
95, 98, 99, 100, 105, 107, 109, 110, 
118, 152, 153, 154, 163, 168, 169, 
170, 171, 172, 173, 174, 175, 176, 
178, 180, 182, 183, 184 


B 


Bachrach, H. M., 171, 183 

Bahrick, A. S., 333, 338 

Baird, B. N., 282, 287 

Bakeman, R., 127, 140 

Baker, H. S., 29, 29, 42 

Banon, E., 181, 182 

Baranackie, K., 14, 19, 149, 162 

Barber, J. P., 4, 8, 15, 16, 17, 19, 21, 
24, 25, 42, 51, 60, 66, 107, 113, 116, 
127, 133, 137, 140, 142, 148, 149, 
152, 153, 162, 171, 172, 174, 189, 
183 

Barchat, D., 294, 306 

Barkham, M., 4, 11, 19, 21, 23, 33, 
42, 105, 106, 112, 113, 116, 117, 
118, 257, 269, 346, 358 

Bartholomew, K., 8, 20 

Batchelder, S. T., 8, 21, 198, 208, 
209, 210, 213, 214 

Bauer, G. P., 51, 65, 346, 356 

Bauer, P. B., 24, 25, 27, 28, 29, 30, 42 


401 


402 


Bearden, C., 252, 270 

Beauchamp, T. L., 346, 356 

Beck, A. T., 14, 19, 40, 42, 115, 116, 
319, 321 

Beerup, C., 51, 62, 67 

Behrends, R., 289, 290, 291, 292, 
301, 306, 307 

Bellak, L., 51, 65 

Bender, D., 294, 295, 301, 303, 306, 
307 

Benedict, J. G., 344, 356 

Benjamin, A., 51, 62, 65 

Benjamin, L. S., 8, 19, 26, 42, 190, 
201, 212 

Bennett, B. E., 344, 351, 356 

Bennett, D., 123, 142, 255, 260, 267, 
268, 270 

Benninghoven, D., 128, 140 

Benson, K., 330, 341 

Benson, L., 11, 19, 23, 33, 42 

Bentsen, H., 319, 321 

Bergin, A. E., 29, 37, 39, 42, 43, 47, 
65, 310, 322, 343, 344, 357 

Bergman, A., 291, 307 

Bergmann, M., 290, 298, 306 

Berman, J. S., 37, 44, 105, 106, 117 

Bernard, H., 290, 294, 306 

Bernard, J. M., 

Bernstein, D. M., 344, 358 

Bers, S., 292, 293, 306 

Beutler, L. E., 4, 5, 8, 10, 16, 19, 20, 
23, 33, 42, 50, 65, 269, 270, 312, 
322, 326, 330, 337, 338, 339, 340 

Bienvenu, J. P., 78, 100, 106, 118, 
148, 151, 163, 166, 169, 183 

Binder, J. L., 25, 30, 42, 51, 67, 106, 
112, 116, 118, 126, 130, 142, 143, 
146, 163, 192, 194, 212, 327, 331, 
334, 339, 340 

Blacker, K., 293, 307 

Blagys, M. D., 114, 117 

Blaser, G., 128, 140 

Blass, R. B., 292, 293, 306 

Blatt, S. J., 5, 11, 14, 19, 22, 289, 290, 
291, 292, 293, 295, 306, 307, 331, 
339 


AUTHOR INDEX 


Bloch, S., 70, 98 

Blok, G., 52, 63, 65 

Bloom, B. L., 51, 59, 65, 346, 356 

Blotcky, M. J., 253, 269, 272 

Boa, C., 383, 388 

Boddy, G., 115, 117 

Bogels, S. M., 52, 63, 65 

Bogwald, K. P., 319, 321 

Bohart, A. C., 3, 16, 19, 22 

Bond, M., 181, 182 

Borden, E., 54, 60, 65 

Borders, L. D., 328, 339 

Bordin, E. S., 192, 212, 251, 252, 270, 
330, 333, 339 

Boroto, D. R., 95, 99 

Bosley, C. M., 383, 388 

Bostic, J. Q., 253, 269, 272 

Bower, G. H., 124, 140 

Boyer, S. P., 277, 288 

Braaten, E. B., 350, 356 

Bradley, C., 3, 19 

Brandchaft, B., 188, 214 

Bricklin, P. M., 344, 346, 347, 356, 
358 

Brill, P. C., 312, 321 

Brill, P. L., 4, 5, 9, 10, 20, 281, 288 

Brittan-Powell, C. S., 333, 340 

Brown, G. K., 115, 116 

Brown, M. T., 326, 333, 339 

Brownlow, A., 301, 307 

Bruner, J. S., 291, 296, 301, 306 

Bryant, B., 351, 356 

Bucci, W., 123, 123, 129, 140, 141 

Budman, S. H., 51, 65, 275, 278, 280, 
288 

Burge-Callaway, K., 127, 140 

Burlingame, G., 26, 31, 43, 313, 315, 
321, 322 

Burstein, E., 71, 99 

Busch, F. N., 121, 142 

Buss, A. H., 71, 98 

Busse, W. M., 354, 356 

Butcher, J. N., 34, 42 

Butler, S. F., 3, 14, 19, 22, 187, 193, 
212, 234, 248, 334, 340 

Buysse, D., 252, 270 


AUTHOR INDEX 


C 


Canter, M. B., 344, 356 

Cardella, H., 51, 53, 67 

Carifio, M. S., 326, 339 

Carkhuff, R. R., 365, 381 

Carozzoni, P., 242, 249 

Carpenter, D., 37, 39, 44 

Carroll, K. M., 26, 42 

Carter, J. A., 330, 339 

Case, R., 71, 99 

Caston, J., 129, 140 

Castonguay, L. G., 6, 20, 266, 270 

Chambless, D. L., 112, 116 

Chance, S. E., 127, 140 

Charles, D., 328, 340 

Charman, D. P., 4, 19 

Cheavers, J. S., 8, 22 

Chevron, E. S., 51, 66, 292, 295, 306, 
332, 340 

Chew-Graham, C., 115, 117 

Chi, M. T. H., 327, 339 

Childress, A., 149, 163 

Childress, J. F., 346, 356 

Chittams, J., 113, 116, 149, 150, 162 

Christensen, E. R., 33, 39, 43 

Ciarlo, J. A., 36, 37, 39, 44 

Cierpka, M., 128, 140 

Claiborn, C. D., 351, 358 

Clark, J. M., 4, 21 

Clarkin, J. F., 326, 330, 337, 338 

Clement, P. W., 309, 315, 321 

Cohen, K. D., 149, 163 

Collins, J. F., 28, 45 

Collins, J. L., 29, 43 

Collins, W. D., 111, 116 

Colson, D. B., 167, 173, 181, 183, 
190, 212 

Connell, J., 4, 11, 19, 21, 23, 33, 42 

Connolly, M. B., 148, 149, 150, 152, 
153, 162, 171, 172, 174, 189, 183 

Constantine, M. G., 329, 333, 337, 
339, 340 

Cook, D. A., 333, 339 

Cooley, R. S., 292, 293, 294, 295, 
296, 297, 301, 302, 303, 307 


403 


Coonerty, S., 292, 306 

Cooper, A., 127, 140, 154, 162 

Cooper, C. C., 344, 348, 349, 357 

Copper, A. M., 121, 142 

Cornell, W. F., 51, 66 

Coyne, L., 71, 99, 167, 173, 181, 183, 
190, 212 

Crago, M, 6, 16, 19, 20 

Craig, R., 47, 51, 52, 53, 62, 63, 66, 
67 

Cristol, A. H., 56, 67 

Crits-Christoph, P., 4, 8, 15, 16, 17, 
18, 19, 20, 21, 24, 25, 29, 42, 43, 
51, 60, 66, 104, 105, 107, 113, 116, 
117, 126, 127, 137, 140, 142, 146, 
148, 149, 150, 152, 153, 154, 162, 
163, 171, 172, 174, 189, 183, 196, 
213, 252, 271, 310, 321, 331, 340 

Crocker, P., 188, 195, 214, 253, 257, 
271 

Culverwell, A., 106, 112, 116 

Cummings, J. L., 343, 357 

Cummings, N. A., 343, 349, 357 

Curtis, D., 129, 141 

Curtis, J. T., 107, 1101, 116, 118, 123, 
126, 129, 130, 140, 141, 142, 143, 
153, 163 

Cusack, A., 51, 62, 67 


D 


D’ Andrea, M., 326, 329, 339 

Dahl, A. A., 112, 118 

Dahl, L., 127, 140 

Dahlbender, R., 128, 140 

Daigle, D., 128, 141 

Daniels, J., 326, 329, 339 

Danzinger, P. R., 354, 355, 357, 359 

Datz, J., 51, 53, 67 

Datz-Weems, H., 51, 62, 67, 377, 381 

Davanloo, H., 51, 58, 66, 112, 116, 
166, 183 

Davanloo, I. I., 25, 29, 30, 42 

Davidovitz, D., 343, 347, 357 

Davies, J. M., 188, 212 

Davis, M. K., 187, 213 


404 


Davis, S. R., 36, 44, 349, 350, 357, 
358 

Dawes, R. M., 327, 339 

De Bosset, F., 276, 281, 283, 288 

De Carufel, F. L., 78, 98, 148, 151, 
163, 166, 169, 183 

de la Mora, A., 344, 358 

Debbane, E. G., 78, 100, 106, 118, 
148, 151, 163, 166, 169, 183 

DeBernardo, C. R., 344, 358 

DeCarufel, F. L., 27, 28, 29, 30, 44, 
78, 100 

DeJulio, S. S., 33, 39, 43 

Delaney, M. K., 127, 142 

Delworth, C. D., 328, 341 

Delworth, U., 328, 340 

Demorest, A., 149, 150, 162 

Derogatis, L. R., 299, 306, 313, 319, 
321 

DeRubeis, R. J., 31, 45, 95, 99, 108, 
117 

Diamond, D., 292, 306 

Diemer, R., 238, 250 

Diguer, L., 6, 9, 11, 21, 105, 106, 117, 
127, 140, 142, 331, 340, 341 

Dixon, W. J., 78, 99 

Docherty, J. P., 9, 19 

Dorpat, T., 16, 19 

Drob, S., 290, 294, 306 

Dubin, S., 344, 357 

Duffy, M., 361, 364, 368, 375, 379, 
381 

Duncan, S. C., 13, 18, 21, 78, 79, 93, 
98, 100, 169, 173, 182, 183 


E 


Eagle, M., 72, 98 

Eagles, J. M., 280, 288 

Eaves, L. J., 121, 141 

Edbril, S. D., 347, 357 

Edelson, M., 289, 306 

Eells, T. D., 107, 116, 122, 123, 128, 
129, 141 

Efstation, J. F., 333, 339 

Ehrenberg, D. B., 188, 212 


AUTHOR INDEX 


Einstein, D. A., 114, 117 

Eisenthal, S., 51, 66 

Eisman, E. J., 344, 358 

Elkin, L, 9, 11, 13, 14, 19, 28, 37, 38, 
39, 43, 45 

Ellenberger, H. F., 6, 20 

Elliott, R., 4, 22, 37, 42, 195, 208, 
212, 214 

Enggelstad, V., 170, 180, 183 

Epstein, L., 234, 237, 248 

Epstein, M., 206, 212 

Erbaugh, J., 40, 42, 319, 321 

Erikson, E. H., 132, 133, 141, 375, 
381 

Evans, C., 11, 4, 19, 21, 23, 33, 42 

Ewert, M., 128, 129, 141 

Eysenck, H. J., 33, 42 


F 


Falvey, J. E., 327, 336, 339 

Farber, B. A., 290, 293, 294, 295, 297, 
298, 299, 301, 302, 303, 305, 306, 
307, 308 

Farber, E., 127, 140 

Farr, M. J., 327, 339 

Fassinger, R. E., 241, 249 

Faude, J., 127, 142 

Feiner, A. H., 234, 237, 248 

Fenigstein, A., 71, 98 

Fiegenheimer, W. V., 50, 59, 66 

Finch, A. E., 10, 11, 21, 23, 33, 43, 
114, 117, 309, 312, 313, 317, 322 

Firth-Cozens, J. A., 12, 22, 148, 163 

Flasher, L. V., 234, 248 

Flegenagimer, W., 25. 26, 44, 45, 52, 
67 

Fonagy, P., 4, 16, 20, 22 

Fong, M. L., 326, 328, 329, 339 

Foreman, S. A., 151, 162, 192, 212, 
253, 270 

Forman, E. M., 317, 321 

Fortune, A. E., 278, 282, 285, 288 

Fosbury, J. A., 383, 388 

Fossum, A., 170, 180, 183 

Fox, R., 56, 67 


AUTHOR INDEX 


Frager, S., 348, 357 

Frances, A., 167, 183 

Frank, E., 252, 267, 270 

Frank, J., 62, 66 

Franks, R. P., 337, 341 

Freedman, N., 311, 317, 321 

French, T. M., 51, 65, 251, 270 

Fretter, P. B., 110, 118, 130, 143, 153, 
163 

Freud, S., 72, 98, 127, 141, 145, 162, 
231, 232, 238, 243, 248, 290, 291, 
293, 294, 306 

Frevert, G., 128, 140 

Fridhandler, B., 129, 141 

Fried, D., 18, 20, 149, 162 

Friedlander, M. L., 336, 337, 341 

Friedman, S. H., 51, 65, 120, 142 

Frieswyk., S., 167, 173, 181, 183, 
190, 212 

Frosch, A., 311, 317, 321 

Froyd, J. D., 35, 36, 42, 319, 321 

Froyd, J. E., 36, 42 


G 


Gabbard, G. O., 167, 173, 181, 183, 
190, 212, 233, 235, 248, 249 

Gaines, R., 304, 307 

Galvain, M. D., 351, 357 

Garant, J., 78, 100, 106, 118, 148, 
151, 163, 166, 169, 183 

Garb, H. N., 122, 141 

Garfield, S. L., 15, 20, 25, 27, 42, 47, 
65, 251, 270 

Garske, J. P., 187, 213 

Gaston, L., 12, 13, 20, 192, 212 

Gatt, C., 292, 306 

Gatz, M., 354, 357 

Gawin, F. H., 26, 42 

Geller, J. D., 290, 291, 292, 293, 294, 
295, 296, 298, 298, 299, 301, 302, 
303, 305, 306, 307, 308 

Gelso, C. J., 191, 212, 233, 235, 236, 
238, 239, 240, 241, 242, 243, 249, 
250, 275, 276, 277, 279, 282, 286, 
287, 288, 330, 339 


405 


Gendlin, E. T., 110, 117, 209, 213 

Gesten, E. L., 348, 357 

Geyer, M., 128, 140 

Gill, M. M., 166, 183 

Glaser, R., 327, 339 

Glass, D., 28, 45 

Glass, G. V., 10, 11, 12, 22, 281, 288, 
310, 322 

Goates, M. K., 31, 34, 43, 309, 312, 
315, 316, 317, 318, 321 

Goldfried, M. R., 6, 20 

Goldman, R., 120, 141, 279, 288 

Goldrfied, M. R., 253, 266, 268, 270 

Gomez, M. J., 241, 249 

Goodyear, R. L., 327, 338 

Gorkin, M., 238, 249 

Gorman, B. S., 210, 213, 214 

Gorman, J. M., 4, 21 

Gorsuch, N., 363, 381 

Gottlieb, M. C., 344, 348, 349, 357 

Gough, H. G., 76, 98 

Grace, M., 336, 339 

Grawe, K., 27, 28, 29, 44, 252, 271, 
317, 322 

Grawe-Gerber, M., 201, 212 

Gray, L. A., 336, 337, 340 

Greenberg, J. R., 78, 98, 187, 192, 
212, 213, 234, 249 

Greenberg, L. S., 9, 18, 20, 54, 63, 
66, 120, 141, 194, 214, 252, 257, 
260, 268, 270, 271, 326, 330, 333, 
340 

Greenson, R. R., 190, 191, 212, 326, 
330, 340 

Greenwood, A., 351, 356 

Gregersen, A. T., 309, 312, 315, 316, 
317, 318, 321 

Grenier, M., 181, 182 

Grenyer, B. F. S., 127, 141 

Grissom, G., 9, 21, 23, 33, 44, 105, 
114, 115, 116, 117 

Groth-Marnat, G., 326, 330, 337, 340 

Gruen, R., 292, 307 

Gunderson, J. G., 253, 272 

Gurman, A. S., 275, 278, 280, 288 

Gustafson, J. P., 279, 288 


406 


Gustafson, K. E., 353, 354, 357 
Guthrie, E., 115, 117 
Guyatt, G., 34, 35, 43 


H 


Haas, E., 31, 40, 42 

Haas, L. J., 349, 357 

Haight, B. K., 379, 381 

Hales, R. E., 25, 45 

Haley, M., 344, 358 

Haley, W. E., 354, 357 

Haller, O., 344, 358 

Halstead, J., 106, 112, 116 

Handelsman, M. M., 350, 351, 356, 
357, 358 

Hannover, W., 23, 33, 43 

Hansen, N. B., 10, 11, 21, 26, 31, 43, 
114, 117, 309, 312, 313, 315, 317, 
321, 322 

Harady, G. E., 113, 117 

Hardy, E., 328, 340 

Hardy, G. E., 105, 106, 112, 118, 346, 
358 

Harkness, D., 334, 340 

Harp, J. S., 242, 249 

Harper, H., 200, 212, 257, 269 

Harrie, S., 51, 62, 67 

Harrington, V. M. G., 106, 112, 116 

Hartkamp, N., 112, 117 

Hartley, D., 129, 141, 292, 293, 294, 
295, 296, 297, 301, 302, 303, 307 

Hartmann, K., 131, 141 

Harvey, R., 310, 321 

Harwood, T. M., 4, 19 

Hathaway, S. R., 34, 42 

Hawkins, E. J., 31, 34, 43, 313, 322 

Hayes, A. M., 266, 270 

Hayes, F., 349, 357 

Hayes, J. A., 233, 235, 236, 238, 240, 
241, 242, 249, 250 

Haynes, S. N., 120, 142 

Heath, A. C., 121, 141 

Heimann, P., 233, 249 

Helms, J. E., 147, 151, 162, 333, 339 


AUTHOR INDEX 


Henry, W. P., 8, 9, 14, 18, 20, 189, 
190, 192, 202, 212, 213, 252, 253, 
270, 334, 340 

Hensen, N. B., 23, 33, 43 

Herron, W. G., 10, 22 

Hersen, M., 51, 53, 66 

Herzog, C., 348, 358 

Hess, A. K., 326, 333, 339, 340 

Heyerdahl, O., 113, 117, 170, 180, 
183, 319, 321 

Hill, C. E., 15, 20, 51, 53, 62, 66, 147, 
151, 162, 195, 214, 242, 249, 328, 
340 

Hill, R. D., 31, 40, 42 

Hilliard, R. B., 8, 9, 14, 18, 20, 190, 
213 

Hillis, G., 280, 288 

Hilsenroth, M. J., 114, 117 

Hoeglend, P., 25, 27, 28, 42 

Hoffenberg, J. D., 311, 317, 321 

Hofheinz, E. W., 337, 340 

Hogland, P., 95, 98, 108, 109, 113, 
117, 152, 163, 167, 170, 171, 172, 
180, 183, 319, 321 

Holahan, W., 276, 279, 288 

Hole, A. V., 149, 163 

Holland, S. J., 111, 117 

Holloway, E. L., 327, 328, 338, 340, 
341 

Honig, M., 294, 295, 297, 307 

Horney, K., 189, 213 

Horowitz, L. M., 8, 20, 27, 28, 29, 
32, 36, 37, 38, 39, 43, 71, 99, 167, 
173, 181, 183, 190, 212 

Horowitz, M. J., 51, 66, 95, 99, 108, 
117, 126, 128, 129, 141 

Horvath, A. O., 9, 12, 13, 18, 20, 54, 
66, 187, 213, 252, 270, 290, 307, 
326, 330, 333, 340 

Howard, K. I., 4, 5, 8, 9, 10, 11, 12, 
20, 21, 23, 33, 44, 57, 67, 114, 115, 
117, 281, 288, 290, 307, 312, 321, 
322 

Hoyt, M., 51, 65 

Huefner, J. C., 26, 31, 43, 313, 315, 
322 


AUTHOR INDEX 


Hulse, S. H., 71, 99 
Hussian, R. A., 365, 381 


I 


Imber, S., 252, 271, 331, 340 
Imbers, S. D., 28, 45 
Imboden, J. B., 71, 99 
Ingram, R. E., 29, 43 
Inman, A. G., 337, 340 
Iscoe, I., 379, 381 

Ivey, A., 51, 52, 66 


J 


Jackson, P. R., 256, 270 

Jacobs, M., 286, 288 

Jacobson, N. S., 253, 256, 269, 271, 
272, 314, 316, 321 

James, J. W., 354, 357 

Javier, R. A., 10, 22 

Jenkins, W. W., 51, 66 

Jennings, L., 326, 327, 328, 340, 341 

Jensen, R. E., 344, 357 

Jersell, J., 49, 67 

Jilton, R., 8, 21, 209, 210, 213 

Jochem, J., 51, 53, 67 

Johnson, D. H., 243, 249 

Johnson, M. E., 131, 141 

Johnson, S., 127, 142 

Johnsrud, C., 351, 357 

Johnston, R., 292, 293, 306 

Jollkovsky, M. P., 239, 249 

Joyce, A. S., 18, 22, 28, 29, 44, 76, 77, 
79, 82, 93, 94, 95, 99, 100, 105, 
107, 109, 110, 117, 118, 152, 153, 
154, 163, 168, 169, 170, 171, 172, 
173, 174, 175, 176, 178, 180, 183, 
184, 266, 271 

Judd, S. L., 383, 388 

Junkert-Tress, B., 112, 117 

Jurich, J., 51, 65 


K 


Kachele, H., 128, 140 


407 


Kadera, S. W., 26, 43, 114, 117, 312, 
321 

Kadlec, M., 51, 53, 67 

Kalichman, S. C., 354, 357 

Kamas, N., 25, 43 

Kanfer, F. H., 51, 62, 66 

Kapur, N., 115, 117 

Kardash, C. A. M., 333, 339 

Karno, M. P., 325, 326, 328, 341 

Karp, J. F., 252, 270 

Karuza, J., Jr., 331, 341 

Kaslow, N. J., 127, 140, 292, 306 

Kavanagh, G., 292, 307 

Kazdin, A. E., 15, 20, 309, 312, 321 

Keisler, D. J., 110, 117 

Keith-Spiegel, P. S., 349, 357 

Kell, B. L., 367, 381 

Kell, W. L., 371, 381 

Kemper, M. B., 351, 357 

Kendall, P. C., 314, 322 

Kendler, K. S., 121, 141 

Kernberg, O., 71, 99, 233, 249 

Kerr, G. P., 209, 214 

Kerr, I. B., 254, 271 

Kessler, R. C., 121, 141 

Kesson-Craig, P., 351, 357 

Kestenbaum, R., 26, 45 

Kiel, S., 51, 62, 67 

Kiesler, D. J., 202, 206, 209, 213, 233, 
234, 235, 249, 253, 271 

King, R., 4, 20 

Kirshner, B., 34, 35, 43 

Kivlinghan, D. M., 192, 213, 253, 
271, 336, 339 

Klein, M. H., 16, 20, 110, 117, 192, 
213 

Klein, R., 25, 28, 43 

Kleintjes, S., 334, 340 

Klerman, G. L., 51, 66, 121, 142, 
332, 340 

Knapp, S. J., 344, 356 

Kobos, J. C., 24, 25, 27, 28, 29, 30, 
42, 63, 65, 346, 356 

Koerner, K., 120, 142, 253, 269, 272 

Kohout, J., 344, 358 

Kohut, H., 73, 99, 192, 213 


408 


Koocher, G. P., 349, 357 

Kopta, S. M., 114, 117, 312, 321, 322 
Kordon, M., 48, 51, 66, 67 
Kordy, H., 23, 33, 43 

Korner, A., 128, 140 

Krakauer, I. D., 113, 116 
Kramer, S. A., 278, 288 

Krause, E. D., 105, 106, 117 
Krause, M. S., 114, 117, 312, 321 
Kremer, T. G., 348, 357 
Kreutzkamp, R., 52, 63, 65 
Krosnick, J., 354, 358 

Krupnick, J. L., 11, 22 

Kuhn, T., 216, 230 

Kunce, J., 336, 339 

Kurcias, J. S., 14, 19 


L 


Ladany, N., 329, 333, 335, 336, 337, 
339, 340 

Lafferty, P., 8, 20 

Laikin, M., 113, 118, 167, 168, 180, 
184 

Lambert, M. J., 3, 8, 10, 11, 12, 19, 
21, 22, 23, 24, 25, 26, 27, 28, 29, 
30, 31, 33, 34, 36, 37, 38, 39, 40, 
41, 42, 43, 44, 104, 105, 114, 116, 
117, 309, 310, 311, 312, 313, 315, 
316, 317, 318, 319, 321, 322, 343, 
344, 346, 356, 357 

Lampropoulos, G. K., 4, 21 

Landrum-Brown, J., 326, 329, 333, 
339 

Langs, R., 16, 21, 204, 213, 215, 216, 
217, 218, 220, 222, 228, 230, 280, 
288 

Lansford, E., 192, 213 

Latts, M. G., 239, 241, 249 

Lavelle, N., 252, 270 

Lazare, A., 51, 66 

Leach, C., 11, 19, 23, 33, 42 

Lease, S., 326, 329, 339 

Leber, W. R., 28, 45 

Lebowitz, B. D., 4, 21 

Lee, R. R., 277, 288 


AUTHOR INDEX 


Lehrman-Waterman, D., 333, 335, 
336, 340 

Leifer, M., 47, 52, 53, 63, 67 

Leonardi, F., 51, 66 

Lessler, K., 56, 67 

Levenson, H., 126, 130, 131, 142, 
234, 249, 347, 357 

Levenson, L., 131, 141 

Levine, F. J., 149, 163 

Levitt, J. T., 105, 106, 117 

Liberman, B., 252, 271, 331, 340 

Lidz, C. W., 350, 356 

Ligiero, D. P., 241, 249 

Linehan, M. M., 26, 45, 120, 142, 
253, 271 

Liton, C., 49, 67 

Littlel, M., 233, 249 

Loewald, H. W., 289, 290, 293, 307 

Loganbill, C., 328, 340 

Lowry, J. L., 114, 117, 312, 322 

Luborsky, E., 240, 243, 249 

Luborsky, L., 4, 6, 8, 9, 11, 12, 13, 
15, 17, 18, 20, 21, 29, 43, 51, 58, 
60, 66, 78, 100, 105, 106, 107, 112, 
117, 123, 126, 127, 128, 133, 137, 
140, 141, 142, 146, 148, 149, 152, 
153, 154, 162, 163, 167, 171, 172, 
173, 174, 183, 190, 191, 196, 213, 
240, 241, 243, 249, 250, 252, 271, 
290, 307, 331, 340, 341 

Lucock, M., 11, 19, 23, 33, 42 

Lueger, R. J., 8, 9, 10, 20, 21, 23, 33, 
44, 114, 115, 117 

Lunnen, K., 26, 31, 43, 313, 315, 322 

Lutz, W., 4, 5, 9, 10, 20, 21, 23, 33, 
44, 114, 115, 117, 281, 288, 312, 
321 

Lutz, Z., 4, 5, 9, 10, 20 


M 


Machado, P. P., 50, 65, 269, 270, 330, 
339 

Mackway-Jones, K., 115, 117 

Mahlelr, M., 291, 307 


AUTHOR INDEX 


Malan, D. H., 10, 16, 21, 25, 27, 28, 
29, 30, 44, 51, 66, 71, 99, 106, 107, 
113, 117, 151, 163, 166, 183, 275, 
278, 279, 282, 288 

Maling, M., 114, 117 

Mann, E., 51, 53, 67 

Mann, J., 25, 44, 279, 288 

Marax, J. A., 276, 277, 279, 286, 287, 

288 

Marble, A., 319, 321 

Marciano, P., 301, 307 

Marginson, F. R., 4, 11, 19, 21, 23, 

33, 42 

Marini, Z., 71, 99 

Marino-Francis, F., 115, 117 

Mark, D., 51, 66, 127, 140, 240, 243, 

249 

Marmar, C. R., 27, 29, 32, 43, 60, 66, 

95, 99, 108, 117, 151, 162, 192, 

212, 253, 270 

Marmor, J., 26, 29, 44 

Martin, D. J., 11, 22, 187, 213 

Martinovich, Z., 4, 5, 9, 10, 20, 21, 

23, 33, 44, 114, 115, 117, 281, 288, 

312, 321 

Maruish, M. E., 319, 322 

Marziali, E. A., 166, 183 

Masters, K. S., 37, 39, 40, 41, 43, 44 

Masterton, J. F., 6, 21 

Matarazzo, J. D., 51, 66, 68 

Mathieu, P. L., 110, 117 

Mathieu-Coughlan, P. L., 192, 213 

May, P. R. A., 78, 99 

Mayer, J., 28, 45 

McCallum, M., 18, 22, 28, 29, 44, 71, 
74, 76, 77, 79, 82, 93, 94, 95, 99, 
100, 105, 107, 109, 110, 118, 152, 
153, 154, 163, 168, 169, 170, 171, 
172, 173, 174, 175, 176, 178, 180, 
183, 184, 266, 271 

McClanahan, M. K., 242, 249 

McCracken, J. E., 242, 249 

McCullough, L., 26, 45, 51, 67, 113, 

118, 167, 168, 180, 184 

McGlynn, E. A., 37, 44 

McGrath, G., 4, 11, 19, 21, 23, 33, 42 


409 


McKinley, J. C., 34, 42 

McLain, J., 351, 357 

McLaughlin, J. T., 252, 271 
McLean, P., 26, 44 

McLellan, A. T., 6, 9, 11, 21, 252, 
271, 331, 340, 341 

McMain, S., 198, 195, 214, 253, 257, 
271 

McNamara, J. R., 353, 354, 357 
McNeill, B. W., 328, 336, 337, 341 
McWhirter, J. J., 127, 142 

Meier, S. T., 36, 44, 349, 357 
Meisel, A., 350, 356 

Meissner, W. W., 290, 307 

Melles, R., 52, 63, 65 

Mellon, J., 127, 131, 140, 141, 149, 
163 

Mellor-Clark, J., 11, 19, 23, 33, 42 
Meloy, J. R., 48, 67 

Mendel, E., 115, 117 

Mendelson, M., 40, 42, 319, 321 
Menninger, K., 107, 118 
Mergenthaler, E., 129, 141 
Messer, S. B., 17, 21, 104, 105, 106, 
111, 112, 114, 116, 117, 118, 130, 
142, 374, 376, 381 

Meuller, W. J., 367, 371, 381 
Miars, R., 348, 358 

Michael, S. T., 8, 22 

Millbrath, C., 128, 129, 141 
Miller, D. J., 348, 357 

Miller, R. C., 37, 44 

Miller, T. I., 10, 11, 12, 22, 281, 288, 
310, 322 

Milner, J., 34, 44 

Milton, J., 386, 388 

Ming, S., 149, 163 

Mintz, J., 29, 43 

Mitchell, S. A., 17, 21, 78, 98, 192, 
212, 234, 238, 249 

Mobley, M., 337, 341 

Mock, J., 40, 42, 319, 321 

Mohr, D. C., 6, 8, 11, 13, 21, 279, 288 
Moldawsky, S., 344, 356 
Molingaro, M., 333, 335, 336, 340 
Mondin, G. W., 330, 341 


410 


Moody, M., 330, 341 

Moorey, J., 115, 117 

Moos, R. H., 28, 44 

Morales, P., 375, 381 

Moran, G., 16, 20 

Moras, K., 4, 5, 9, 10, 20, 281, 288, 

312, 321 

Morrell, B., 31, 40, 42 

Morris, M., 127, 142 

Morris, W., 260, 271 

Morrison, J. K., 315, 322 

Morrow, D. G., 124, 140 

Morse, J. O., 113, 116 

Morten, G., 329, 338 

Muenz, L., 149, 150, 162 

Muran, J. C., 8, 21, 113, 118, 187, 
188, 193, 198, 291, 206, 207, 208, 
209, 210, 213, 214, 251, 253, 257, 
271 

Murphy, M. J., 344, 358 

Murray, P., 188, 195, 214, 253, 257, 

271 


N 


Najavits, L. M., 6, 7, 8, 12, 13, 14, 21 
Nathan, P. E., 4, 21 

Nathans, S., 130, 142 

Neale, M. C., 121, 141 

Neimeyer, G. J., 328, 339 

Nelson, M. L., 325, 326, 328, 336, 
337, 341 

Neufeldt, S. A., 50, 65, 269, 270, 
330, 325, 326, 328, 329, 335, 339, 
341 

Newman, F. L., 36, 37, 39, 44, 260, 
270 

Newman, R., 346, 347, 358 
Newsom, G., 167, 173, 181, 183, 
190, 212 

Nezu, A. M., 120, 142 

Nezu, C. M., 120, 142 
Niedeerehe, G., 4, 21 

Nielsen, S. L., 31, 34, 43, 313, 322 
Nixon, G. W. H., 78, 79, 93, 98, 99, 
169, 173, 182 


AUTHOR INDEX 


Norman, H., 293, 307 
Norman, N. A., 344, 358 
Norville, R., 153, 163 
Nowell, D., 348, 358 
Nuland, S. B., 124, 142 


O 


O’Brien, P. W., 331, 340, 341 

O'Kelly, J. G., 18, 22, 178, 180, 184, 
266, 271 

Ogles, B. M., 37, 39, 40, 41, 43, 44 

Ogrodniczuk, J. S., 18, 22, 76, 77, 
79, 82, 93, 94, 99, 100, 105, 118, 
173, 174, 175, 180, 183, 266, 271 

Okey, J. L., 127, 142 

Okiishi, J., 26, 31, 43, 313, 315, 322 

Oliveri, M. E., 28, 45 

Oremland, J., 293, 307 

Orlinsky, D. E., 6, 8, 9, 10, 11, 12, 15, 
20, 21, 27, 28, 29, 44, 57, 67, 114, 
117, 252, 271, 290, 291, 292, 295, 
307, 312, 317, 321, 322 

Osimo, F., 25, 29, 30, 44 

Otto, S., 350, 356 


P 


Pannu, R. K., 333, 340 

Park, L. C., 71, 99 

Park, T. J., 71, 99 

Parks, B. K., 27, 28, 29, 44, 252, 271, 
317, 322 

Parloff, M. B., 37, 45 

Parry, G., 255, 267, 268, 270 

Patalano, F., 10, 22 

Paterniti, A., 210, 214 

Patton, M. J., 333, 339 

Peabody, S. A., 239, 249 

Pearlingi, B., 278, 282, 285, 288 

Pearson, C. G., 354, 357 

Peircy, F., 51, 65 

Pekarik, G., 276, 280, 288 

Perry, J. C., 126, 131, 132, 133, 142 

Perry, S., 167, 183 

Phelps, R., 344, 356, 358 


AUTHOR INDEX 


Piaget, J., 291, 307 

Pilkonis, P. A., 5, 14, 19, 28, 35, 44, 
45, 331, 339, 340 

Piller, C., 349, 358 

Pine, F., 231, 249, 291, 307 

Pingitore, D., 344, 358 

Pinsker, H., 51, 67 

Pinsof, W. M., 63, 66 

Piper, W. E., 13, 18, 21, 22, 27, 28, 
29, 30, 44, 71, 74, 76, 77, 78, 79, 
82, 93, 94, 95, 98, 99, 100, 105, 
106, 107, 109, 110, 117, 118, 148, 
151, 152, 153, 154, 163, 166, 168, 
169, 170, 171, 172, 173, 174, 175, 
176, 178, 180, 182, 183, 184, 252, 
266, 271, 280, 283, 288, 

Pokomy, D., 128, 140 

Polkinghorne, D. E., 123, 142 

Pollack, J., 25, 26, 44, 45, 52, 67, 113, 
118 

Popp, C., 127, 131, 133, 140, 141, 
142, 240, 243, 249 

Primavera, L. H. H., 10, 22 

Prince-Gibson, E., 292, 306 


Q 


Quinlan, D. M., 292, 295, 306 
Quinn, M. J., 355, 358 
Quintana, S. M., 276, 277, 279, 288 


R 


Rabinowitz, R. C., 331, 341 

Racker, H., 234, 249 

Raney, J., 216, 230 

Raue, P. J., 6, 20, 266, 270 

Redington, D., 129, 141 

Reed, K. G., 328, 340 

Rees, A., 105, 106, 112, 113, 116, 117, 
118, 346, 358 

Reich, A., 236, 239, 249 

Reisinger, C. W., 26, 31, 43, 313, 
315, 322 

Revenstorf, D., 256, 271 


411 


Reynolds, S., 105, 106, 112, 113, 117, 
118, 346, 358 

Reznikoff, M., 71, 76, 100 

Rhodes, R. H., 195, 214 

Rice, L. N., 194, 209, 214, 260, 268, 
271 

Richard, M., 23, 33, 43 

Ricks, D. F., 7, 13, 22 

Ritzler, B., 293, 306 

Robbins, L. L., 78, 100 

Robbins, S. B., 239, 249 

Roberts, N. E., 111, 117 

Roberts, R. I., 326, 330, 337, 340 

Rochelle, C. D., 278, 282, 285, 288 

Rogers, C., 50, 62, 67 

Ronnestad, M. H. 326, 328, 341 

Rosenbaum, D. N., 48, 67 

Rosenbaum, R., 27, 29, 32, 43, 95, 
99, 108, 117 

Rosenberg, S. E., 8, 20, 107, 116 

Rosenberger, E. W., 241, 250 

Rosenthal, R., 51, 67, 105, 106, 117 

Rosenzweig, D., 294, 295, 308 

Rosie, J. S., 18, 22, 76, 77, 79, 82, 92, 
100, 178, 180, 184, 266, 271 

Rosowsky, E., 373, 381 

Roth, A., 4, 16, 22 

Rothbaum, P. A., 344, 358 

Rounsaville, B. J., 26, 42, 51, 66, 332, 
340 

Rozovsky, F. A., 354, 358 

Rubin, N., 47, 52, 53, 63, 67 

Rudolph, B., 47, 48, 51, 52, 53, 62, 
63, 67 

Russell, D. W., 344, 358 

Russell, R. K., 333, 338 

Russell, R. L., 15, 21 

Ryle, A., 123, 142, 256, 268, 270, 271, 
383, 383, 388 


S 


Sachs, J. S., 266, 271 

Safran, J. D., 187, 188, 192, 193, 194, 
195, 201, 202, 206, 207, 208, 209, 
210, 213, 214, 251, 253, 257, 271 


412 


Salmi, S. W., 333, 338 

Salovey, P., 122, 128, 141, 143 

Sampson, H., 107, 108, 111, 116, 118, 
129, 130, 141, 153, 163 

Samstag, L. W., 8, 21, 113, 118, 188, 
192, 198, 201, 202, 208, 209, 210, 
211, 213, 214 

Sanavio, E., 51, 67 

Sanderson, S., 115, 117 

Sandler, J., 70, 100 

Sanislow, C. A., 5, 11, 14, 19, 22, 
331, 339 

Santoro, S., 355, 359 

Sapiera, E. P., 260, 271 

Sargent, H. D., 78, 100 

Sayward, H. 292, 293, 306 

Scarf, M., 348, 358 

Schacht, T. E., 8, 20, 126, 130, 131, 
141, 142, 189, 192, 202, 212, 213, 
252, 270, 334, 340 

Schaffer, C. E., 292, 295, 296, 306, 
308 

Schaffer, N., 127, 142 

Schaffler, P., 127, 142 

Scheffler, R., 344, 358 

Scheft, B. K., 51, 62, 66 

Scheier, M. F., 71, 98 

Schmidt, K. A., 127, 142 

Schmitz, M. F., 344, 358 

Schmitz, N., 112, 117 

Schmitz, P. J., 192, 213 

Schneider, M., 62, 67 

Schnierda, U., 112, 117 

Schwalm, D., 344, 358 

Schwartz, E., 48, 67 

Scott, N. A., 344, 358 

Segal, P. M., 78, 79, 98, 169, 173, 182 

Segal, P. S., 93, 99 

Seitz, P. F., 125, 126, 142 

Seligman, D. A., 6, 9, 11, 21, 105, 
106, 117, 331, 341 

Seligman, M. E. P., 3, 4, 22, 278, 288, 
311, 317, 319, 322, 346, 358 

Semel, V. G., 361, 381 

Sentell, T., 344, 358 

Shadid, L. G., 253, 269, 272 


AUTHOR INDEX 


Shaffer, C., 152, 153, 162, 171, 172, 
174, 189, 183 

Shapiro, D. A., 4, 12, 15, 22, 39, 49, 
105, 106, 112, 113, 116, 117, 118, 
148, 163, 257, 269, 271, 346, 358 

Shapiro, T., 121, 142 

Shappell, S., 148, 152, 153, 162, 171, 
172, 174, 189, 183 

Shaughnessy, P., 253, 271 

Shea, T., 28, 45 

Shear, M. K., 121, 142 

Shearin, E. N., 253, 271 

Sherin, E. N., 26, 45 

Shmidt, H., 52, 63, 65 

Shoemaker, W. E., 344, 358 

Sifneos, P. E., 6, 21, 24, 25, 26, 29, 
45, 51, 63, 67, 113, 118, 166, 184 

Silberschatz, G., 107, 110, 116, 118, 
123, 126, 129, 130, 133, 140, 141, 
142, 143, 153, 163 

Simmens, S., 11, 22 

Singer, B. A., 240, 241, 250 

Singer, J. L., 128, 129, 141 

Sisenwein, F., 10, 22 

Sjaastad, M. C., 319, 321 

Skovholt, T. M., 326, 327, 328, 340, 
341 

Slade, A., 202, 214 

Sloane, R. B., 56, 67 

Smart, D. W., 31, 34, 43, 313, 322 

Smelson, D., 48, 67 

Smith, M. L., 10, 11, 12, 22, 281, 288, 
310, 322 

Snyder, C. R., 8, 22 

Somberg, D. R., 351, 358 

Somberg, E., 51, 53, 67 

Sonksen, P. H., 383, 388 

Sorbye, O., 170, 180, 183, 319, 321 

Sorlie, O., 113, 117 

Sorlie, T., 170, 180, 183 

Sotsky, S. M., 11, 22 

Spanier, C., 267, 270 

Spence, D. P., 16, 22, 123, 124, 143 

Spiegel, S. B., 147, 151, 162 

Spielberger, C. D., 319, 322 

Spillman, A., 111, 118, 130, 142 


AUTHOR INDEX 


Spruce, D., 242, 250 

Spruill, J., 348, 358 

Staats, H., 128, 140 

Staples, F. R., 56, 67 

Startup, M., 105, 106, 112, 118, 346, 
358 

Steer, R. A., 115, 116 

Stein, D. M., 8, 10, 11, 12, 22 

Steinberg, P. I., 18, 22, 178, 180, 184, 
266, 271 

Stern, D. N., 291, 308 

Stevens, C., 188, 210, 214 

Stich, F., 330, 341 

Stiles, T. C., 104, 118, 310, 322 

Stiles, W. B., 4, 12, 15, 22, 106, 112, 
113, 116, 117, 147, 148, 163, 269, 
271 

Stinson, C., 129, 141 

Stolorow, R., 188, 214, 289, 290, 291, 
306 

Stoltenberg, C. D., 328, 341 

Stone, G. L., 351, 358 

Stone, M. H., 252, 271 

Stone, M., 51, 53, 67 

Stotsky, S., 28, 45 

Strachey, J., 166, 184 

Strack, M., 128, 140 

Strapp, H. H., 14, 19 

Street, L. L., 4, 21 

Streeter, M. J., 9, 19 

Strupp, H. H., 3, 6, 7, 8, 9, 12, 13, 14, 
18, 20, 21, 22, 25, 28, 29, 30, 36, 37, 
38, 39, 42, 43, 45, 56, 57, 67, 112, 
118, 126, 130, 131, 141, 142, 143, 
146, 163, 187, 189, 190, 192, 193, 
194, 202, 212, 213, 214, 234, 248, 
252, 253, 270, 271, 334, 340 

Styrsky, E., 276, 281, 283, 288 

Sue, D. W., 329, 338, 341 

Sue, D., 329, 341 

Sue, S., 347, 358 

Sullivan, B., 349, 358 

Sullivan, H. H., 17, 22, 50, 51, 62, 
67, 192, 214, 239, 250, 285, 286, 
288 

Sullivan, J. M., 166, 183 


413 


Summers, F., 290, 308 

Svartberg, M., 104, 118, 310, 322 

Swatz, L., 334, 340 

Symonds, B. D., 187, 213, 290, 307 

Szkrumelak, N., 27, 28, 29, 30, 44, 
78, 100 


T 


Talley, P. F., 3, 22 

Tallman, K., 3, 22 

Tan, J. A., 337, 341 

Tang, T. Z., 31, 45 
Tarragona, M., 290, 295, 307 
Tasman, A., 15, 22 

Taylor, G. J., 71, 100 

Taylor, L., 353, 354, 358 
Taylor, S., 26, 44 

Teyber, E., 281, 282, 286, 287, 288 
Thelen, M. H., 348, 357 
Thompson, B. J., 195, 214 
Tichenor, V., 147, 151, 162 
Tishby, O., 111, 118, 130, 142 
Tolor, A., 71, 76, 100 

Tolpin, M., 6, 21 

Tomenson, B., 115, 117 
Tomita, S. K., 355, 358 
Trabin, T., 35, 45 

Tress, W., 112, 117 

Truax, C. B., 365, 381 

Truax, P., 256, 271, 314, 316, 321 
Trudeau, L. S., 344, 358 
Trujillo, M., 26, 45 

Tryon, G., 49, 51, 57, 67 
Turk, D. C., 122, 143 
Turner, S. M., 51, 66 

Turpin, C., 115, 117 

Turvey, C., 128, 141 

Tyson, R. L., 70, 100 


U 


Umphress, V., 26, 31, 43, 313, 315, 
322 

Unger, H. T., 71, 99 

Ursano, R. J., 25, 45 


414 


V 


Vaillant, G. E., 72, 100 

VanderBos, G., 351, 356 

van der Viuten, P., 52, 63, 65 

Van Hasselt, V., 53, 66 

Van Ravenswaay, P., 149, 163 

VandeCreek, L., 348, 358 

VanWagoner, S. L., 238, 250 

Vayo, M., 49, 67 

Vermeersch, D. A., 31, 34, 43, 313, 
322 

Visser, P. S., 354, 358 

Vorus, N., 311, 317, 321 

Voth, H., 71, 99 

Vygotsky, L. S., 291, 308 


W 


Wachtel, P. L., 189, 202, 214 

Wagner, L., 350, 358 

Waldinger, R. J., 253, 272 

Walker, J. A., 336, 337, 340 

Wallerstein, R. S., 16, 22, 78, 100 

Walter, M. I., 350, 358 

Waltz, J., 253, 269, 272 

Wampold, B. E., 5, 22, 105, 118, 326, 
328, 330, 331, 332, 337, 338, 340, 
341, 364, 381 

Ward, C. H., 40, 42, 319, 321 

Warner, K. K., 10, 22 

Warren, C. S., 17, 21, 104, 112, 118, 
374, 376, 381 

Waskow, I. E., 37, 45 

Watkins, J. T., 28, 45 

Watkins, L. M., 202, 213 

Webster, J. D., 379, 381 

Wechsler, D., 34, 45 

Wein, S., 292, 295, 306 

Weiss, D., 27, 29, 32, 43, 95, 99, 108, 
117 

Weiss, J., 107, 108, 111, 116, 118, 129, 
130, 141, 153, 163 


AUTHOR INDEX 


Weissman, M. M., 51, 66, 332, 340 

Welfel, E. R., 350, 351, 354, 355, 357, 
359 

Wells, M. G., 315, 321 

Whipple, J. L., 31, 34, 43, 313, 322 

Whipple, K., 56, 67 

Wiborg, I. M., 112, 118 

Wiens, A. N., 68 

Wierzbicki, M., 276, 280, 288 

Wild, C., 293, 306 

Wilkinson, S. M., 233, 249 

Winston, A., 8, 21, 25, 44, 45, 51, 67, 
113, 118, 167, 168, 180, 184, 198, 
202, 208, 209, 210, 213, 214 

Wiseman, H., 292, 306 

Wiser, S., 266, 270 

Wittenberg, I., 275, 278, 279, 282, 
285, 288 

Wolfe, B., 253, 268, 270 

Wolgast, B., 333, 335, 336, 340 

Wolleat, P. L., 328, 340 

Woodhouse, S. S., 275, 279, 282, 288 

Woody, G., 6, 9, 11, 21, 252, 271, 
331, 340, 341 

Worthen, V., 336, 337, 341 

Worthingrton, R. L., 337, 341 

Wright, W. R., 344, 359 

Wzontek, N., 294, 298, 299, 302, 
303, 308 


Y 


Yorkston, N. J., 56, 67 
Young, K., 347, 358 


Z 


Zane, N., 347, 358 

Zetzel, E., 190, 214 

Zevon, M. A., 331, 341 

Zuroff, D. C., 5, 11, 14, 19, 22, 331, 
339 

Zweig, R., 373, 381 


Subject Index 


A 


Academic psychotherapists 
qualities of, 8 
Age 
see Supervision 
Alexithymia 
see Psychological mindedness 
Alliance ruptures 
resolution of transference related, 
264 
see Rupture episodes 
Alliance threatening interactions 
see Therapeutic alliance, 
Anxiety 
and brief therapy, 105, 106 
Attachment (maternal), 72 


B 


Bipolar disorder, 25 
Borderline personality disorder, 25, 
26, 73 
Boundaries 
and self-representation, 293 
Brief psychodynamic therapy (BPT) 
adherence to formulated focus, 
103 
dose-effect relationship, 103 
effectiveness of, 103 
factors related to progress, 103 
importance of focus, 106-111 
meta-analysis, 103 
outcome factors, 106-116 
patient suitability, 103 
therapist interpretation, 107, 110 
Brief psychodynamic therapy 


cognitive analytic therapy (CAT), 
252-267 
(BPT) and other therapies 
cognitive-behavioral therapy, 
105, 106 
importance of focus, 106-111 
outcome factors, 106-116 
plan formulation method, 107, 
108 
psychodynamic-interpersonal 
therapy, 105, 106 
supportive therapy, 105, 106 
therapist interpretation, 107, 110 
Brief vs. long-term therapy, 25-33, 
103, 105 


Cc 


Case formulation 
aspects of content and process, 
121-123 
defined, 120 
descriptive information, 121 
four goals of, 122 
history of, 124, 125 
methods, 126-140 
narrative communication, 123, 134 
personal-meaning information, 
121, 122 
prototypical formulations, 121 
psychodynamic contributions to, 
125, 126 
Case formulation methods, 126-140 
cognitive analytic therapy (CAT), 
251-267 
configural analysis (CA) 126, 
128-130, 133-139 


415 


416 


core conflictual relationship 
theme (CCRT), and, 126-128, 
137, 138 
Plan Compatibility Intervention 
Scale, 108 
plan formulation method (PFM), 
107, 108, 110 
Case study 
see June, a case study 
Cyclical Maladaptive Patterns, 
(CMP), 126, 130, 131, 138 
Idiographic Conflict Formulation 
Method (ICF), 126, 131-133, 139 
Plan Formulation Method 
(PFM), 126, 129, 138 
CCRT 
see core conflictual relationship 
theme method 
Child Abuse Potential Inventory 
as a predicative measure, 34 
Child abuse, 80 
Clinical trials, 310 
Cognitive analytic therapy (CAT) 
alliance threatening enactments, 
252-264 
applications / implications, 267- 
269 
defined, 252, 254-256 
model for enactment resolution, 
258-263 
psychotherapy outcome, 252 
research strategy, 253 
task resolution and processes, 
257-260 
testing the model, 265-267 
transference-related ruptures, 
252, 254 
Cognitive deficits, 25 
Communicative-adaptive 
approach, 215-217 
clinical illustration, 224-228 
development of, 217, 218 
deviations, 220 
existential death anxiety, 221, 222 
features of, 216 
ground rules, 218-223 


SUBJECT INDEX 


predatory / predator death 
anxiety, 220-223 
Conflictual impulses, 72 
Constructing interpretations 
accuracy of interpretation, 153, 
154 
accuracy of transference 
interpretation, 154, 155 
frequency of interpretation, 150, 
151 
patient narratives, 148-150 
therapist utterances, 147, 148 
training exercises, 156-162 
transference interpretation, 146, 
151-153 
see also core conflictual relation- 
ship theme, 146; Cognitive 
analytic therapy (CAT) 
Control, 85-88 
Core batteries for outcome 
measurement, 33-40 
Core Conflictual Relationship 
Theme Method (CCRT), 17, 18 
episode themes, 17 
negative / positive themes, 17 
patient narratives, 107 
patient transference, 17, 18 
rupture episodes, 196, 197, 209 
see Case formulation methods 
Countertransference 
acute vs. chronic, 236 
brief relational psychotherapy 
and, 242-248 
cause-effect-and prevalence of, 
240, 242 
complementary view, 234 
conceptions of, 232 
expression vs. emotional 
reaction, 237 
internal state vs. overt 
expression, 236, 237 
management of, 237-239, 242 
relational conception, 234, 235 
totalist view of, 232, 233 
Cultural differences, 48 
see Multicultural counseling 


SUBJECT INDEX 


D 


Death anxiety, 220-223 
and the older patient, 368, 378- 
380 
Defense mechanisms, 72, 73 
Dependent personality, 26 
Depression, 5 
brief psychotherapy and other 
therapies compared, 105, 106 
and older patients, 366 
and diagnostic criteria, 112, 113 
Diagnostic criteria 
and bulimia, 112 
and depression, 112 
and dose-effect, 112, 113 
and outcome, 111-116 
and panic disorder, 112 
and personality disorder, 113 
and psychsomatic disorder, 112, 
113 
Dose-effect relationship (number of 
sessions), 102, 112, 113 
and outcome studies, 112-114, 
313 
and therapeutic change, 313 
Drive theory, 72 


E 


Effect size 
see meta-analysis 
Effectiveness research 
patient-focused approach, 4,5 
variability in outcome, 10, 11 
Effectiveness training, 11-14 
Efficacy research, 3-5, 311 
Efficacy-for-disorder research, 4 
Ego strength, and outcome, 28, 29 
Ending therapy 
see Termination phase 
Ethical challenges 
adequate informed consent, 350- 
352 
maintaining confidentiality, 347- 
350 


417 


reimbursement guidelines, 344, 
345, 348 

responsible termination of 
therapy, 352, 353 

selecting appropriate clients, 
343-347 

with minors or older adults, 353- 
355 


F 


First-interview tasks, 47, 48 
anatomy of, 51 
limitations of, 48, 49 
patient contributions, 61, 62 
phases of first interview, 62-64 
requirements of, 49 
therapeutic clusters (6 tasks) 55- 
64 
therapist attitudes, 50, 51 
therapist qualities, 50 
therapist tasks, 51-53 
Focal adherence 
and outcome, 107, 108, 110, 111 
and therapy progress, 110, 111 
Focality 
see Focus, Focal adherence 
Focus 
importance of, 106-111 


G 


Gender bias 
in patient-client relations, 347 
see Supervision 
Gender differences 
internalization of therapy, 297 
Geriatric psychotherapy 
see Older adults 


H 


Health Sickness Rating Scale, 171 
Hearing impaired, 48 


418 


I 


Identity, 88 
Intelligence 
see Psychological mindedness 
(PM) 
Internalization, 289-293 
as indicator of therapeutic 
change, 292, 293 
assessment of, 292, 293 
Freud and, 291 
gender differences, 297 
object-representation, 291 
self-representation, 291, 292 
Internalization assessment 
Intersession Experience 
Questionnaire, 295-297 
Therapist Embodiment Scale 
(TES), 295-297 
Therapist Involvement Scale 
(TIS), 296-298 
Therapist Representation 
Inventory (TRI), 295-297 
Internalization of therapy, 289-293 
Interpretations, 145, 146 
rating accuracy of, 161, 162 
see Constructing interpretations, 
Transference interpretations 
Interventions 
see Rupture episodes, Supervis- 
ion, Training interventions 


J 


June, a case study, 383-388 
addendum, 96-98 
case formulation methods, 133-140 
confidentiality, 335, 336 
countertransference, 243-247 
financial responsibility, 335, 336 
informed consent, 335, 336 
transcript, 338-399 


L 


Loneliness, 73 


SUBJECT INDEX 


M 


Managed Care 

and outcome measurement, 35, 36 

Manuals, 14 

Mature-immature defenses, 72, 73 

Medicare, see Older adults 

Meta-analysis, 103-105, 310, 311 

study flaws, 104, 105 

Multicultural counseling, 329, 333, 
334 

see also Supervision 


N 


Narcissistic disorders, 73 
Narratives, 107 
constructing interpretations, 148- 
150 
grand rules, 218-220 
in case formulation, 123, 124 
narrative communication, 123, 
124, 148, 149 
see Communicative adaptive 
approach 


O 


Object constancy, 88 
Object relations, 77, 78 
transference and, 167 
Obsessive-compulsive behavior, 26 
Older adult curative factors 
collateral impressions of adult 
children, 373 
consistency of personality, 373, 
374 
counterintuitive dynamics, 377, 
378 
death anxiety, 368, 378-380 
dependency needs, 377, 378 
depression, 366, 373 
developmental readiness, 374- 
377 
exploring early experiences, 368- 
371 


SUBJECT INDEX 


in nursing homes, 363, 364, 373 

inductive vs. deductive posture, 
364, 365 

interpretation and insight, 371, 
372 

Medicare, 361 

periodic vs. sustained therapy, 
362-364 

personality problems, 372 

psychodynamic process, 364 

reminiscence and life review, 
378, 379 

transference and, 365-368 

Organic brain damage, 25 


Outcome measurement 


assessing outcome, 33, 34 

content dimension, 39 

Core Battery Conference 
(Vanderbilt University), 37-39 

evaluative measures, 34, 35 

feedback systems, 33, 34 

five-dimensional scheme for, 39, 
40 

instruments for, 36 

managed care, 35, 36 

multidimensional nature of, 37 

Outcome Measures Project 
(OMP), 37-39 

predictive measures, 34 

scheme for organizing / concept- 
ualizing outcome measurement, 
39, 40 

social level dimension, 39 

source dimension, 40 

task of, 34 

technology dimension, 40 

tests for, 34 

time orientation dimension, 40 


Outcome research 


clinical trials, 310 
dose-response relationship, 313 
duration of treatment, 311, 312 
Effectiveness Questionnaire, 311 
efficacy research, 311 
internalization of therapy, 290 
manner of termination, 300-303 


419 


measuring change, 309 

meta-analysis, 310, 311 

patient-focused research, 312-318 

recommendations, 318-321 

self-report, 8, 9 

statistical significance, 314 

see also Constructing interpreta- 
tions, Focal adherence, Pre- 
dictors of Outcome, Supervis- 
ion, Termination phase, Trans- 
ference interpretations 


P 


Panic disorder, 112 
Passive aggressive personality, 26 
Patient dropout, 10 
see Termination phase 
Patient narratives, 148-150 
decoding, 218 
see Training exercises 
Peer ratings, 6 
effectiveness qualities, 7, 8 
empirical studies, 7 
telephone surveys, 6, 7 
PM 
see Psychological mindedness 
PMAP 
see Psychological mindedness 
assessment procedure 
Predictive validity, 93, 94 
Predictors of outcome 
candidates for short-term 
therapy, 24, 25 
capacity to relate, 28, 31 
early response to therapy, 30-32 
ego strength, 28, 29, 31, 32 
focality of problem, 30 
motivation to change, 30, 31 
Outcome Questionnaire, 26, 31 
psychological mindedness (PM), 
29 
response to trial therapy, 30 
severity of disturbance, 25, 26, 
31 


420 


Progress 
patient working involvement 
and, 110 
Psychic determinism, 72 
Psychodynamic psychotherapy 
drive structural model, 17 
empiricism and research, 15, 16 
process research, 17 
relational model, 17 
Psychological mindedness (PM) 
ability to understand and apply 
interventions, 69-71 
importance of, 75, 76 
measurement approaches, 71, 75- 
77 
measurement scale, 73 
videotaped interactions, 73 
Psychological mindedness asses- 
sment procedure (PMAP), 71 
nine levels of PM, 73-76, 95 
predictive validity, 77 
psychometric properties of, 76, 
77 
Psychosomatic complaints, 25 
Psychotherapy 
defined 14 
theory-based, 15, 18 
Psychotic vs. nonpsychotic patients 
therapy and, 25 
Public Health Model, 4 


Q 


Quality of object relations (QOR), 

77, 92-95 

affect regulation, 79 

assessment, 78, 79, 95 

behavioral manifestations, 79 

collaborative relationship with 
therapist, 69 

construct validity, 92, 93 

defined, 169 

formation, 84-86, 89 

high vs. low, 177, 178 

historical antecedents, 80 

importance of in STDP, 92-95 


SUBJECT INDEX 


levels in childhood, adolescence, 
adulthood, 80-83 

narrative formulation, 89-92 

predictive validity, 93-95 

relational meaning of the 
therapy event, 86-88 

scale development, 79-82 

scoring, 82 

self-esteem regulation, 79 

Quality management systems, 23 

optimizing outcome, 23, 24 

psychometric measurement, 24, 
36, 39 


R 


Rupture episodes 
facilitative interventions, 206-212 
misunderstanding events, 195-197 
rupture marker behaviors, 198- 
206, 209 
withdrawal and control 
ruptures, 200-202 
Rupture Resolution Scale, 211 
Rutgers Psychotherapy Progress 
Scale, 111 


S 


Self-awareness 
see Psychological mindedness 
Session transcripts, 107, appendix 
Short-term dynamic psychotherapy 
(STDP), 92-95 
and intake interview, 70, 71 
capacity for successful engage- 
ment in, 69 
importance of, 75, 76 
interventions, 84 
Substance abuse, 112 
dependence, 25 
Suicide, 25 
Supervision 
Association for Counselor 
Education and Supervision, 
336, 337 


SUBJECT INDEX 


case conceptualization, 337 

client characteristics and treat- 
ment plan, 330, 331 

factors in 336 

focus, 334-336 

forming a therapeutic relation- 
ship, 330 

goals and intentions, 326, 327 

multicultural counseling, 329 

nature of expertise, 327-329 

nontraditional settings (nursing 
homes), 363, 364 

reflectivity, 327-329 

supervisory relationship, 333, 334 

therapist competence, 331, 332 

working alliance, 330, 332, 333 


T 


Termination, 289, 290 


follow up, 290, 291 
see Ethical challenges 


421 


model of enactment resolution, 
256 

process factors and psycho- 
therapy outcome, 252 

refined model of RRP enactment 
resolution, 260-263 

research strategy, 253 

resolution of alliance ruptures, 
264 

resolving alliance threats in CAT, 
253, 254 

rupture in, 188-194 

rupture-repair cycles, 194, 195 

task analysis, 257 

testing the model, 265-267 

the empirical analysis, 260 

the rational analysis, 258-260 

Therapy Experience Question- 
naire (TEQ), 253 

Type 1 alliance, 190, 191 

vs. transference, 189-191 

working alliance, 190, 191 


Termination phase, 275, 276 
case study processes, 283-287 Therapist Involvement Scale (TIS) 
conceptualizing the experience, factors in, 296, 297 

276, 277 Therapist representation 

endings by default, 280, 281 enduring qualities, 300, 301 
forced endings, 281-283 representational change, 304, 305 
manner of termination, 298-300 Therapist Representation Inven- 
negotiated endings, 277, 278, 291 tory (TRI), 295, 296 
planned endings, 278-280 Therapy allegiance, 5, 18, 19 
see Ethical challenges Training exercises, 

Therapeutic alliance, 54, 60 and CCRT, 156-162 


see Rupture episodes 


alliance threatening interactions, 
252 

alliance threatening transference 
reenactments, 252, 253 

and cognitive analytic therapy 
(CAT), 252, 254, 258 

applications /implications of the 
model, 267-269 

early parental relationships and, 
190 

impasses, 191-193 

markers of alliance-threatening 
enactments, 257 


and constructing interventions, 
160 

and formulating narratives, 157- 
159 

appropriate use of, 168-182 

frequency of 151-153 

rating accuracy of interpreta- 
tions, 161, 162 


Transference interpretations 


see Constructing interpretations 

suitability, 170 

with high- vs. low-QOR patients, 
171-178 


422 


with varying patients, 166-182 
with the older patient, 365-368 
see also Therapeutic alliance 
Treatment of Depression 
Collaborative Research Program 
(TDRCP), 5 
Treatment plan 
and client characteristics, 330, 331 
Triangle of conflict, 107 
see Focus 
Triangle of person, 107 
see Focus 


SUBJECT INDEX 


Types of patients 
QOR patients, 169, 170 
Types of patients 
transference and, 167-178 


Ww 
Working alliance 


supervision and, 330, 332, 333 
see also Therapeutic alliance 


